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For some years I have been greatly interested 
in affections of the knee joint, especially of the 
non-tuberculous type, and have noticed a marked 
tendency upon the part of many members of the 
profession to follow in their management of these 
cases the treatment recommended twenty years 
ago. It has seemed to me that while the minority 
of the profession has given careful and extended 
study to the pathology and treatment of these trou- 
bles, a large percentage has not considered the sub- 
ject as worthy of more than passing notice. This 
condition of affairs should not be allowed to con- 
tinue, for the knee joint comes into constant use 
and any disturbance to its mechanism at once 
proves crippling to the individual. 

In presenting this paper before this body I do 
so with an apology for making no original contri- 
bution to the subject. My hope is to excite a dis- 
cussion among the members which will place what 
is known in this connection into concise form so 
that we may have a proper foundation for a cor- 
rect line of treatment. Even excluding the very 
frequent tuberculosis of this joint, we find a very 
large array of traumata and diseases which, to- 
gether with the deformities following in the course 
of an inflammation of the joint gives us much ma- 
terial for contemplation and investigation. When 
one considers the complicated arrangement of the 
knee, its numerous and strong ligaments the 
many synovial folds, the articulating surfaces, their 
manner of contact, the shallow deepening carti- 
lages, the function of the joint and its easy ex- 
posure to traumatism and insult, it is not surpris- 
ing that it is frequently the source of annoyance 
and distress, but the surprise lies in the fact that 
such affections are not much more frequent. 

My remarks will be limited to those minor and 
so-called trifling affections which, while not en- 
dangering the life of the patient, very seriously 
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cripple him and impair his usefulness. Many of 
these conditions have as their chief causative fac- 
tor traumatism in a greater or less degree. The 
limits of this paper will prevent more than brief 
consideration of the various conditions which re- 
sult in interference with or abolition of the func- 
tion of the joint. 

Of the major traumata, fracture of the patella 
is of chief importance. This may be a very simple 
injury, if, for instance, the fracture is incomplete 
and the fragments are not separated. This rare 
type has come under my observation only once. On 
the other hand, a compound fracture of this bone 
is a most serious accident.. The result, after the 


so-called expectant treatment of fracture of this 
bone, may be sufficiently good to insure fair use 
of the limb. The results of the open operative 
treatment, however, are so much better that in 
healthy young patients and under proper surround- 


ings this is strongly to be advised. We do not 
advise operative treatment in patients who are for 
any reason poor surgical risks, as sufferers from 
cardiac, pulmonary, or renal disease; nor would 
we advise it in the aged, or where there is little 
or no separation of the fragments. 

The ill effects of infection of the joint are so 
serious that no one who has not so perfected his 
technic as to be able to avoid inflammatory re- 
action in clean wounds should attempt any sur- 
gery about the knee joint. With such a perfectior 
of technic one can fearlessly attack this structure 

Our plan of treatment in fracture of the patella 
consists in a semilunar incision across the fiont of 
the joint at or just below the site of the fracture. 
Any clots of blood present are removed and all 
bleeding vessels controlled. The lacerated tendon 
of the quadriceps muscle is then sutured on each 
side and over the patella with chromic catgut. The 
fascia and skin are closed with catgut without 
drainage. After the wound is dressed the limb is 
placed in plaster of Paris. The results of this 
plan are uniformly good. The patient makes a 
speedy recovery and retains the usefulness of the 
limb. Passive motion is advisable in the third 
week, and the patient can walk upon the limb be- 
fore the end of the fourth week. Coexisting frac- 
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tures of the femur and tibia are always the ac- 
companiment of very severe violence and ought to 
be treated according to the general principles for 
use in such injuries. Passive motion should be in- 
stituted early. 

_Another disabling affection is what may be 
termed habitual dislocation of the patella. This 
tendency to repeated luxation of the patella to the 
outer side of the joint results in part from the 
anatomical form of the external condyle and in 
part from the direction of the femur toward the 
joint; in part from the relaxation of the ligamen- 
tum patellae and quadriceps, and finally from 
trauma as an exciting cause. Patients suffering 
from this condition never feel secure in the erect 
posture, but are always in dread of the knee giving 
way. The patella tends to slip out upon extension 
and to return to its normal situation on flexion of 
the leg. In some instances this movement of the 
patella is accompanied by rather sharp pain. I 
wish to record herewith a case in which first one 
and then the other patella was dislocated as the 
result of trauma, with the persistence of disloca- 
tion in each case. 


The patient was a woman of twenty-six years, 
referred to me by Dr. Currey, of West Virginia. 
She gave a history of an injury to the right knee 
about four or five years ago, since which time she 
has suffered considerable pain and has noted a 
slipping of the patella away from the joint upon 
motion. This prevents her walking well. She later 
injured the left knee and developed a similar trou- 
ble there. Diagnosis: Double habitual luxation of 
the patella outward. Operation, September 13, 
1909: A five-inch curved incision was made, with 
convexity posteriorly along the inner side of the 
knee, through the skin, subcutaneous tissue and the 
tendon of the quadriceps muscle. The cut edges 
of this tendon were overlapped by drawing the in- 
ferior margin under the superior by mattress su- 
tures, while the patella was drawn forcibly inward. 
A second row of sutures coapted the free edge of 
the wound in the tendon with the inferior flap. Ap- 
proximation of the skin and fascia was made with- 
out drainage. Dressings were applied and the limb 
encased in plaster from the malleolus to the upper 
third of the thigh. Passive motion following this 
procedure showed no displacement of the bone. 
Both knees were treated the same way and the 
patient left the infirmary at the end of the second 
week. She is still wearing a support for the knee. 

It is somewhat difficult to determine the reason 
of the persistence of this dislocation. The pa- 
tient’s limb is normal in direction and has no ten- 
dency to genu valgum, and beyond the slight re- 
laxation of the parts around the joint and the fact 
that she had an injury, there is nothing we can 
consider as a causative factor. It is probable that 
che loose condition of the quadriceps tendon is con- 


genital and it needed only the traumatism to pro- 
duce the dislocation. 


Several plans of treatment have been proposed 
to correct this tendency, one of which consists in 
the dissection of a narrow strip from the quadri- 
ceps tendon parallel with the patella on its inner 
side and the transplantation of this flap into an 
incision made on the outer side of the patella to 
receive it; the wound on the inner side cf the 
patella is then approximated by sutures. The 
method used in our case was the one described by 
F. E. Bunts in Surgery, Gynecology and Obdstet- 
rics, August, 1909. 

The so-called internal derangements of the knee 
were described more than 100 years ago by Hey. 
Several conditions are now mentioned under this 
head as (1) dislocation of the semilunar carti- 
lages; (2) loose bodies in the joint; (3) fat tabs 
in the joint. All of these conditions result in in- 
terference with the function of the joint, and all 
present some symptoms in common—pain upon 
motion with occasional fixation of the joint, ten- 
derness, and usually hydrops. 

Bennett reports 750 cases in which effusion in 
the joint following injury was recurrent, either 
spontaneously or after another injury, generally so 
slight that its effect on the normal joint probably 
would not have been noticed. The larger number 
of these cases were the result of displacement of 
part of the semilunar cartilage. In the total of 428 
cases the symptoms pointed to the inner side being 
concerned in 304, the outer side in 113, and both 
sides in 11. It was also noticed that when the 
outer semilunar cartilage seemed at fault the symp- 
toms of pain and locking were referred to the pop- 
liteal space in at least half the cases. 

Dislocation of the semilunar cartilage proves 
very troublesome to the patient, and frequently 
causes great pain as well as fixation of the joint. 
The internal cartilage is affected more frequently 
than the external, and the dislocation may be par- 
tial, as a folding of the cartilage upon itself, or the 
entire cartilage may be separated. ‘The causative 
factor is in most cases a sudden torsion of the 
tibia, although a blow driving the tibia backward 
in moderate flexion might produce it. The diag- 
nosis is to be made by the sudden fixation of a 
previously healthy joint accompanied by a sharp 
pain with subsequent restoration of function, and 
later a recurrence of the symptoms. Effusion into 
the joint may follow the injury and in some cases 
the cartilage may be felt in front of the joint near 
the margin of the tibia. Pressure over its former 
attachment will elicit pain and soreness. The Iat- 


d 

T 

p 
F 

tl 

ri 
el 
H 

Ic 
e 
by 
tu 
at 
sk 

ta 

th 

st 
af 
af 
of 
to 
be 
of 

m 

loi 

ay 
gr 

40 

dis 

bil 

to: 

th 
: CO; 
the 

vic 
lie 
tal 
ter 

the 

Th 
of 

vel 
the 

the 

| the 
it 


Vor. XXIV. No. 4. 


SHERRILL—SURGERY OF THE KNEE JOINT. 


AMERICAN 99 
JOURNAL OF SURGERY. 


ter is a valuable point in the diagnosis of this con- 
dition from loose (extraneous) bodies in the joints. 
Treatment for this condition is either palliative or 
operative. Pressure of the thumb over the dislo- 
cated cartilage while the joint is slightly flexed and 
extended, followed by support with an adhesive 
plaster bandage will allow comparative comfort. 
For those cases with a recurrent interference with 
the function, removal is indicated, and very supe- 
rior results can be obtained by the use of a method 
employed by Sir Alfred Fripp of Guy’s Hospital. 
He places the limb in flexion and makes an inch 
long incision about one-half inch internal to and 
parallel with the inner margin of the patella. The 
edges of this small opening are strongly retracted 
by two small hooks and the joint cavity is inspect- 
ed, giving a surprisingly good view of its struc- 
tures. The cartilage is then removed, its remaining 
attachments to the tibia being severed with a small 
sharp knife. Nothing is allowed to come into con- 
tact with the joint except the knife and forceps, 
the cavity being neither washed nor sponged. He 
quickly closes the opening with three silkworm-gut 
sutures passed preferably from within out, thus 
approximating all the layers. A gauze dressing is 
applied, and over this is a very voluminous layer 
of absorbent cotton. The latter acts as a support 
to the knee. Mr. Fripp insists upon these patients 
being out of bed on the second day, and by the end 
of the second week they are well. This method is 
much preferable to the transverse incision or the 
long lateral incision formerly in use, and it does 
away with protracted convalescence. 

Loose bodies in the joint occur with some de- 
gree of frequency, varying in number from I to 
40, or even 100; they may exist with but little 
disturbance of function, or may excite great disa- 
bility. The mode of formation and causative fac- 
tors are not well understood. Hunter thought 
them due to the deposit of ossific material upon 
coagula left in joint after injury. Others thought 
them to result from pieces of cartilage torn off by 
violence from the semilunars; still others have be- 
lieved them to result from congestion of the fatty 
tabs on the synovial membrane which have en- 
tered the joint and have allowed the lime salts from 
the joint fluid to collect or be deposited in them. 
The latter method seems to have been the method 
of formation in the case recorded herewith. A 
very small vascular band connected the larger of 
the two bodies with the synovial membrane. About 
the point of attachment of this band to the body 
there was a dark red congested area through which 
it evidently received some nourishment. The small 


body was not attached. Another method by which 
these loose bodies might form is by a process de- 
scribed by Mr. Paget, who says that after an in- 
jury an exfoliation takes place “without acute in- 
flammation, just as a. tooth after a blow may be 
slowly detached from its alveolus and cast out.” 
Subsequently a similar process has been described 
‘by K6nig, and later by Barth, and more recently 
by Ludloff as ‘,Osteochondritis dessecans,” in which 
exfoliation of bone and cartilage occurs.* This 
exfoliation, according to Ludloff, always occurs on 
the convexity of the inner condyle near the site of 
the attachment of the posterior crucial ligament. 
K6nig assumed that because he had proven that 
one of these bodies could not be forced off the 
bone by direct thrust a circulatory disturbance must 
account for its origin. Barth, on the other hand, 
believed that traumatism was the most important 
factor. Ludloff went fully into the study of three 
cases clinically and made a number of dead-house 
experiments, and concludes that from studies on 
the bodies of children and adults sufficient trau- 
matism could not be applied to tear the posterior 
crucial ligament if the other joint structures re- 
mained intact. After section of the lateral liga- 
ments he was able to tear off the posterior crucial 
ligaments by over-extension and internal rotation 
of the tibia. With these facts in mind and in the 
absence of a history of such severe trauma, the 
lateral ligaments uninjured and showing no evi- 
dence of having been injured, the conclusion was 
reached that trauma in this form was not the cause. 
He described a small vessel springing from the in- 
ternal articular artery and passing between the 
crossed bands on the posterior crucial ligament to 
supply the inner condyle and finally ending in the 
joint without anastomosis. When this vessel is 
damaged part of the inner condyle at the site of the 
attachment of the posterior crucial ligament must 
be deprived of circulation. He found that this 
vessel could not be injured as it passed along the 
posterior crucial ligament, but when the weight of 
the Lody was momentarily placed upon the hyper- 
extended limb, as for instance in stepping off the 
last step of a dark stairway, the posterior ligament 
was made tense, the artery clamped in the nar- 
rowed opening and at the same time the internal 
condyloid eminence of the tibia strongly pressed 
against the inner and upper limits of the fossa in- 
tercondyloidea. By such repeated and trifling 
traumatisms as are scarcely recollected by a hard 
working individual, the circulation to this part can 
be disturbed. He declares the free bodies in the 
*K. Ludloff, Archiv. fiir Chir., 1908, Bd. 87, Heft 3, S. 552. 


| 
1910, 
dri- 
ner 4 
an 
a to 
the : : 
The 
1 by 
stet- 
Tey. 
this 
arti- 
tabs 
in- 
all 
ten- 
n in i 
y so 
ably 
nber 
it of 
eing 
both 
the 
ymp- 
oves 
ently 
oint. 
ently 
r the i 
ative | 
ward 
of a 
harp 
and | 
into 
cases 
near 
rmef 


AMERICAN 


100 JOURNAL OF SURGERY. 


SHERRILL—SURGERY OF THE KNEE JOINT. 


April, 1910. 


joint to result not from a severe trauma, contusion 
or distortion, nor upon the basis of arthritis de- 
formans, nor from a destructive process involving 
the whole joint, but by insignificant oft-repeated 
tearing of the knee joint through over-stretching 
and inward rotation, damaging the internal articu- 
lar artery. A disturbance of the circulation of the 
external part of the internal condyle in the region 
of the insertion of the posterior crucial ligament 
causes a disturbance of nutrition and death of a 
limited area of bone. After the death of the piece 
of bone the overlying cartilage is poorly nourished 
and is separated ; the fragment lies in its place until 
all the attachments are loosened, or until some 
other traumatism separates it. He believes that 
in one of his cases the process continued for seven 
years before the body was finally extruded into the 
joint. He thinks his findings reconcile the claims 
of Konig for vascular disturbances, and those of 
Barth of trauma as causative factor. 

The following taken from my case book is a 
fairly illustrative case of this condition: 


E. C., white male, forty-seven, referred to me 
on November 13, 1907, by Dr. Graham, of Jeffer- 
sonville, Indiana. History of a blow upon the right 
knee thirty-three years ago from the kick of a 
horse, which the patient thinks caused a separation 
of a fragment from the head of the tibia. Three 
years ago the joint began to trouble him consid- 
erably. He has felt a large floating body for a 
long time, and recently can feel another. The joint 
is swollen and locomotion is impaired. Examina- 
tion: Marked synovial swelling and extension of 
the sac with two movable bodies readily felt above 
the patella. Operation, November 16, 1907: An 
incision two inches long was made over the outer 
part of the synovial pouch through the quadriceps 
parallel to its fibers, and two bodies were removed. 
The first was large, concave on its under surface; 
convex on the upper; about two inches in its wid- 
est part. It was unevenly rounded and presented 
marked irregularity of surface, with pits on the 
inferior, and rounded prominences on its upper 
surface and edges. These prominences were 
smooth and covered with glistening white firm 
material like cartilage. The color of the whole 
piece was white, except near the point of attach- 
ment by a single pedicle to the synovial fringe. 
For a space the size of a quarter it was reddish 
purple in color. 

The smaller body was the size of a hazlenut and 
presented the same rounded irregularities; it was 
white in color and quite firm. A quantity of thick 
synovial fluid escaped when the sac was opened. 
The wound was sutured in three layers. Several 
layers of gauze were applied to the knee, and ban- 
daged. Over this a voluminous layer of cotton was 

\ applied and a very snug roller. Healing took place 
in five days with the joint of normal size. No 
evidence of tuberculosis. A portion of the tissue 


from the joint and some of the synovial fluid was 
examined by Dr. John E. Hays, who reported that 
the tissue was granulation tissue, non-tubercular. 
The fluid taken from the cavity was sterile. No 
growth on media after 48 hours. 

Hoffa, Benjamin Tenny and sheeus have de- 
scribed the disturbances produced by hypertro- 
phied tabs of fat within the joint. These condi- 
tions usually occur in fat patients, the excessive 


amount of fat being pinched in the movements of 
the joint causing an increased circulation and an 
increased deposit of fat. The patient does not 
walk, owing to the pain experienced, and from this 
very fact the amount of fat increases, thus efforts 
at locomotion becoming more painful. 

Among the late results of inflammatory lesions 
at the knee ankylosis is the most important, since 
it leaves the patient permanently crippled. i shall 
not enter upon the discussion of the various causes 
of ankylosis; formerly this conclusion to an in- 
flammatory condition was considered quite satis- 
factory, provided the limb became ankylosed in ex- 
tention. It has long been taught, and with some 
reason, that a leg which was straight and fixed at 
the knee and painless was more useful function- 
ally than one which was movable in part but pain- 
ful. Within more recent years there has been an 
effort upon the part of some to obtain a painless 
and yet movable knee joint in cases of ankylosis. 
Schuh in 1853 attempted by dividing a synechia 
to free the patella, but nothing being interposed the 
ankylosis recurred. In 1893 Helferich excised the 
condyle of the inferior maxilla and interposed a 
flap from the temporal muscle. In 1899 he pro- 
posed to free the patella and to interpose part of 
the vastus interums between it and the femur, but 
he did not perform the operation. Verneuil had 
in 1860 made the same suggestion. Cramer in 1901 
operated upon seven cases of fixation of the pa- 
tella alone with six successes. 

Chlumsky found that in not a single case (14 in 
Io years) treated in the Breslau Surgical Clinic 
was there improvement in mobility of the joint 
after the usual methods of treatment. Finding no 
better results in the literature he undertook to clear 
up the question. He found that after forcible ex- 
tension and flexion repeatedly done under anes- 
thesia there was each time an increase of the de- 
posits of bony and fibrous tissue and the cases were 
uniformly worse than before operation. With 4 
knowledge of the good results of Mikulicz, Hel- 
ferich and others along this line by the interposi- 
tion of a flap of muscle or fascia, he concluded that 
the procedure was not feasible in the large joints, 
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either through failure of preservation of the in- 
terposed tissue, or because of technical difficulties. 
He therefore experimented with a number of for- 
eign bodies, using silver, zinc, rubber, celluloid, 
cambric, and layers of collodion. He obtained mo- 
bility in some of these cases, but in none for more 
than 41%4 months: Ankylosis with extrusion of the 
foreign body occurred. He then used absorbable 
material, decalcified bone, ivory, magnesia, but with 
very unsatisfactory results. 

Murphy, in 1905, reported his experiments along 
this line, and relates a number of cases in which 
he interposed muscle and fascia between the sep- 
arated joint surfaces. Murphy says the points to 
be considered in treatment are the type of anky- 
losis, the tissues involved, and pathologic lesion 
producing the ankylosis. He advises plastic elon- 
gation of the tendons in the extracapsular variety 
of fixation, and says that tenotomy with forcible 
extension fails to give free motion in the joint. 
He also advises the exsection of the sheath of the 
tendon where tenovaginitis has existed. After this 
is done the tendon is to be surrounded or covered 
by a layer of connective tissue. Cicatrices either 
from phlegmons or burns should be extensively 
dissected and their places supplemented by large 
cutaneous flaps with considerable fat attached. He 
lays great stress upon the complete dissection of 
the capsule when the latter is closely adherent to 
the bone. Liberation to easy and free motion with- 
out tension on tendon capsule or ligaments is es- 
sential. In the knee when the capsule and periar- 
ticular tissues have been involved in the pathologic 
processes the posterior hamstring tendons, and the 
quadriceps and patellar tendons, with the crucial 
ligaments, are the only attachments which should 
be allowed to remain. He considers that his fail- 
ures were due to the fact that he did not remove 
a sufficient portion of the ligaments and capsule of 
the joint. . 

William S. Baer, in the Johns Hopkins Hospital 
Bulletin, September, 1909, discusses the use of ani- 
mal membrane placed between the articulating sur- 
faces of ankylosed joints, and reaches the follow- 
ing conclusions, which he considers as suggestive 
rather than definite: That a certain amount of mo- 
bility may be obtained if the material inte1posed 
will remain intact 30 or 40 days. He says chromi- 
cized pig’s bladder will do this. Cargile membrane 
is absorbed in 10 to 15 days, and therefore fails. 
Four cases of ankylosis of the knee recorded by 
him show two recoveries without mobility, one with 
75° and one with 35° of motion. 

Hoffa (Zeitschrift f. Orth. Chir, Bd. XVIII) 


says that while other joints could be successfully 
treated by the interposition of muscle and fascia, 
that the amount of motion, 15°, which he obtained, 
did not justify the additional risk. 

Hugier, in 1905, said that notwithstanding the 
exceptional cases, we must conclude that at the 
present time at least we are not justified in at- 
tempting to establish mobility of an ankylosed knee 
by an orthopedic operation. 

Weglowsky (Zentralbl. f. Chir., April 27, 1907) 
transplanted cartilage to the elbow and through a 
subsequent pueumonia was able to examine the re- 
sult. The perichondrial surface was smooth, even 
and shining; the cartilage was enlarging and passed 
without definite margin into the surface of the 
humerus and was well preserved throughout its 
extent. We believe that while there is rocm for 
development along this line, more especially in 
other joints than the knee, that in the latter at 
least, unless the operation promises more and re- 
quires less interference than in the cases reported, 
we should advise resection and fixation of the knee. 


IONIC SURGERY IN CANCER OF THE 
MOUTH AND NOSE. 


G. Betton Massey, M.D., 
Attending Surgeon, American Oncologic Hospital, 
PHILADELPHIA. 


(Continued from the March issue.) 


No. 206, Oncologic Hospital. Epithelioma of 
Tongue.—Mrs. B., aged 68, was admitted August 
6, 1905, with an epithelioma on the dorsum of the 
tongue about the size of a half dollar and present- 
ing a raised, ulcerated surface. It had existed 
nine months; the patient, whose intelligence is but 
slight, states that a tumor was removed from the 
mouth twenty-six years ago. No infected glands 
can be discovered in the neck under a careful ex- 
amination. 

A major monopolar application was made under 
chloroform, 350 to 400 ma. being employed for 
30 minutes, with six needles inserted about the 
edges of the growth, and one month later a minor 
application of 7 ma. to suspicious granulations 
completed the eradication. 

February 2, 1906. Examination made on this 
date showed the tongue to be entirely free from 
the disease, the scar being healthy and inconspicu- 
ous. There is, however, an enlarged gland in the 
neck beneath the mandible, evidently a pre-opera- | 
tive colony. The patient was advised to re-enter 
the hospital for operative removal of the infected 
gland, but failed to do so. No response to letters 
of inquiry sent later. 

No. 312, Oncologic Hospital. Epithelioma of 
Tongue—C. W. A., aged 55, retired actor, was 
referred by Dr. Wm. Benham Snow, of New 
York, February 15, _ Two years ago a white 
spot appeared on the left side of the dorsum of the 
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tongue. He was treated for a time by mercury 
and the iodides, without effect, the spot becoming 
elevated in the center and growing larger and 
finally painful. He was given a prolonged course 
with the x-ray and high frequency current, with 
temporary benefit. 

The anterior half of the dorsum was the seat of 
a leucoplakial patch, and on this, somewhat to the 
left of the center, there was a proliferating tumor 
about the size of a half dollar, the center being 
elevated about 2 cm. from the surface. Examina- 
tion of a specimen taken from the central growth 
showed it to be a squamous-celled epithelioma. No 
enlarged glands were found. 

February 17, 1906. Major monopolar appli- 
cation under chloroform, 300 milliamperes being 
used for 30 minutes, eight needles. The tongue 
was held beyond the lips in the operator’s left 
hand, with a piece of gauze interposed to make 
the grasp firm, while the right hand manipulated 
the needles. The slough separated at the end of 
fifteen days, without hemorrhage. Three days later 
a small minor application of 7 ma. for fifteen min- 
utes was made to a doubtful spot, under cocaine, 
two needles being used. 

May 4, 1908. Patient returns after two years 
with a doubtful spot on the tongue the size of a 
split pea, the scar of the previous wound being 
healthy. Three milliamperes for 20 minutes, one 
needle. 

June 15, 1 Patient returns for photograph 
of tongue (Fig. 2), and for additional minor treat- 
ment to spot near tip of tongue. 

July 25, 1909. Patient reports by letter, at the 
end of three and a half years, that he is entirely 
well and that his tongue remains free from the dis- 
ease. 

September 21, 1909. Patient shown to the 
American Electro-Therapeutic Association. 

No. 475, Oncologic Hospital. Epithelioma of 
Hard Palate—C. L., aged 65, was admitted June 
24, 1906, with a proliferating growth projecting 
into the mouth from the hard palate to left of me- 
dian line, about 3 cm. broad and apparently ex- 
tending into the bone. The growth had begun sev- 
eral years before, but there were no glandular en- 
largements. Microscopic examination showed 
squamous epithelioma. 


Treatment was begun by a monopolar operation 
June 25, 1906, 350 ma. being given for 50 min- 
utes. When the slough came away, without hem- 
orrhage, there was an apparently healthy opening 
extending into the antrum 4 cm., but on the roof 
of the antrum thus exposed there was evidence of 
epitheliomatous tissue which apparently extended 
close to the floor of the orbit. He was discharged 
to the dispensary and a series of minor applica- 
tions to the diseased spot were begun, averaging 
about 20 ma. for half-hour durations, the disease 
being found later to extend also into the left tem- 
poral fossa, where an abscess ultimately developed. 
He was re-admitted to the hospital December 6, 
1906, and referred to Dr. Hewson for treatment 


of the abscess, and later Dr. Hewson applied chro- 
mic acid to the small area of disease still remaining 
in the antrum, the disease being at this time about 
a centimeter in area only. This failed to arrest 
the growth, which increased steadily and finally 
spread into the abscess cavity. During several 
months daily +-ray applications were made by Dr, 
Newcomet. 

July 15, 1907. The epitheliomatous prolifera- 
tion, which for a time had been reduced to such 
small dimensions, having now invaded the whole 
abscess cavity, reaching slightly beyond the ear, 
and having become very painful, the patient was 
re-admitted for a radical bipolar ionic destruction 
of the diseased area, the external carotid, lingual 
and facial arteries being kindly ligated at the same 
operation by Dr. Despard immediately before the 
ionic destruction. With a number of zinc-mercury 
pointed electrodes inserted around the periphery 
of the diseased area with their tips directed to the 
center and the negative placed on the center, a cur- 
rent of 1,200 milliamperes, decreasing later to 600, 
was employed for 30 minutes. This resulted in de- 
stroying all apparent portions of the growth except 
some near the ear. Later it was discovered that 
disease also existed within the orbital process of 
the malor bone (the whole remaining portion of this 
bone and most of the maxilla having disappeared 
and the large cavity healed over), and an isolated 
patch also existed in the nasal septum. Between 
this time and March 18, 1908, the patient was kept 
in the hospital and minor applications made as 
often as he could stand them. On the latter date 
he was placed under chloroform and a monopolar 
application of 100 to 250 milliamperes was made 
to the worst areas of recurrence, and on April 7th 
and 18th bipolar applications were made of 100 to 
300 ma. 

Further treatment was abandoned shortly after, 
except such as required for the relief of pain and 
weakness, and the disease made steady progress 
until his death, January 13, 1909, of asthenia. 

No. 429, Oncologic Hospital. Epithelioma of 
(Lower Jaw.—Mrs. L. B., aged 65, was referred by 
Dr. J. E. McConnell, of Bloomington, Ind., Sep- 
tember 15, 1906. For seventeen years she had had 
a growth on the alveolar process of the right lower 
jaw in the situation of the molars, which had ex- 
tended upwards to the corresponding wisdom tooth 
of the upper jaw and recently to the buccal surface 
of the cheek. Dr. McConnell had employed the 
a-ray for six months. The growth was 3 x 4 ci. 
in diameter and ulcerated. The microscope showed 
squamous epithelioma. 

Treatment consisted of a major bipolar applica- 
tion under chloroform, 400 to 500 milliamperes for 
15 minutes, followed by a monopolar application 
at the same operation of 300 milliamperes for an 
additional 15 minutes. The slough separated with- 
out hemorrhage and leaving an apparently healthy 
wound, but with devitalized bone showing at the 
bottom. The patient was returned to Dr. McCon- 
nell’s care during the process of separation of, the 
bone, with the request to make minor applications 
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if necessary, or, in case of doubt, to send her back 
for another major application. 

During the separation of the bone, which was 
necessarily tedious, a sinus opened through the 
cheek externally, apparently due to the dead bone, 
but this was thought by her physicans to be free 
from disease. On learning of this condition, and 
of the slow separation of the bone, directions were 
sent requesting the return of the patient to the 
hospital for the removal of the dead bone and a 
further ionic application under the belief that there 
was a recurrence, but other counsels were appar- 
ently followed, the patient entering a hospital in 
Cincinnati, in September, 1907, where she was 
placed under operation of some kind, followed by 
cerebral paralysis and death some hours later. 

No. 446, Oncologic Hospital. Carcinoma of 


Fig. 3. Cicatricial Contraction Shown After Three Years’ Treatment 
of Inoperable Epithelioma of Lower Jaw by Zinc-Mercury Ions 
(Case 446). The body of the mandible has been removed by 
repeated destructive sterilization of diseased portions. 


Lower Jaw—Wm. McL., aged, 53, was admitted 
from Glassboro, N. J., October 8, 1906. He had 
had a “sore mouth” for twenty-five years, develop- 
ing into a well-marked malignant condition about 
one year before admission. Four months before 
adinission he was admitted into a Philadelphia 
hospital where he was given about twenty +-ray 
exposures. Later, the surgeon in charge ligated 
the right external carotid to cut off nutrition, but 
did not care to go further. The rate of growth 
was unaffected, and it has increased greatly since, 
now involving the whole body of the right mandi- 
ble and buccal soft parts, from the symphysis men- 
tis to the ramus. Microscopic examination by Dr. 
John M. Swan showed it to be a carcinoma. 

The treatment of this case extended nearly three 
years, or from October, 1906, to September, 1909, 
and consisted of twelve major ionic operations un- 
der general anesthesia and a large number of minor 
applications, the latter being given two and three 


times a week, each operation failing to entirely 
eradicate the disease from the cancellous structure 
of the bone, though keeping it under control. These 
operations were mainly monopolar and of but 200 to 
300 milliamperes, though one was bipolar and of 
600 milliamperes for a short duration, applied di- 
rectly to the structure of the bone. After the sec- 
ond operation the living end of the ramus of the 
jaw was effectually freed from the disease and 
healed over nicely, with retraction upwards by 
the unopposed masseter, but the mental end of the 
bone continued to show evidences of disease until 
January, 1909, when a final application to this site 
destroyed the bone nearly as far back on the left, 
or opposite, side of the jaw, as on the right. The 
last application, in June, 1909, was bipolar, to a 


remnant of diseased tissue in front of the tongue, 


~*~ 4. Results Three Years After Destruction of Epithelioma 
outh by Zinc-Mercury Ions (Case 460). The greater portion 
of the growth which sprang from the buccal mucous mem- 
brane, was above the right angle of the mouth. 


and extending about the walls of a sinus opening 
externally below the chin. 

At the present time both ends of the boue are 
healed over and well cushioned with healthy mu- 
cous membranes; the sinus is smaller and with 
healthy edges, and there is no evidence of disease 
remaining. Since the greater portion of the body 
of the mandible has been disposed of there is con- 
siderable contraction of the mouth cavity. The re- 
sulting deformity, shown in the photograph, Fig. 3, 
interferes but little with articulation and deglu- 
tition. 

No. 456. Oncologic Hospital. Epithelioma of 
Mouth.—T. M., aged 67, a stone mason, wes ad- 
mitted from South Allentown, Pa., October 31, 
1906. About two years before admission he no- 
ticed a white spot on the inside of the gum of the 
lower jaw, next the lower canine of the left side. 
Six months ago he entered the hospital of the 


University, where the +-ray was applied. It has 
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grown rapidly of late. Examination showed a pro- 
liferating growth occupying the site of the canine 
and two bicuspids and involving the alveolar proc- 
ess, surrounded by a leukoplakial patch that ex- 
tended anteriorly and an equal distance on the op- 
posite side of the mouth. Microscopic examina- 
tion showed it to be a squamous epithelioma. 

A major monopolar application was made un- 
der chloroform, November 1, 1906, 300 to 400 mil- 
liamperes being used for seventy minutes. He 
was paroled from the hospital, December 24, the 
soft parts having separated nicely, but a bone- 
slough being still in place. This came away Janu- 
ary 23, 1907, revealing some suspicious granula- 
tions on the surface of the body of the mandible 
to which minor applications of 10 to 24 ma. were 
made on five occasions during the following two 
months. In March there was no evidence of the 
disease discernible, and the patient was directed 
to return for observation every three months, which 
he failed to do, doubtless from ignorance and ne- 
glect, though a letter was received a year later in 
response to inquiry stating that he was all right. 
A neighbor states that there was a recurrence in the 
spring Of 1900. 

No. 460, Oncologic Hospital. Epithelioma of 
Mouth—W. G. M., a farmer, aged 75, was re- 
ferred by Dr. Thaddeus Irwin, of Christiana, Pa., 
November 12, 1906, with a proliferating growth 
on the buccal surface of the cheek, extending from 
the middle of the cheek on the right side around to 
the same point on the left, in front of the gums, 
the greatest elevation of the growth being above 
the angle of the mouth on the right. In this situa- 
tion it was 4 cm. wide and 3 thick. A portion of 
the diseased tract seemed to be simple leukoplakia, 
the latter extending over the external surface of 
the lower lip. It was first noticed two years be- 
fore, and x-ray treatment had been ineffectual. 
Microscopic examination showed squamous epith- 
elioma. A peculiar point in the family history was 
the death of a brother with cancer of the mouth at 
64 years of age, and of a sister of cancer of the 
breast at 59. 

A major monopolar application was made under 
ether, November 13, 1906, 160 to 200 milliamperes 
being used for 45 minutes, with several fine elec- 
trodes, a portion of the time being given to fol- 
lowing the leukoplakial area with the ionic needles. 
The result was excellent when separation occurred, 
though the patient was kept under frequent inspec- 
tion, with several minor applications to suspicious 
spots. Some twelve months later a final patch of 
disease in front of the sites of the lower incisors 
was eradicated by a second major monopolar ap- 
plication, 60 to 100 ma. being used for 40 minutes. 

August 11, 1909. Patient returns for regular 
inspection, showing no evidence of disease and ex- 
cellent general health, though now past 77 years. 
The right angle of the mouth is higher than the 
left by reason of loss of tissue in the right buccal 
region (Fig. 4), the site of the major portion of 


the growth. 


No. 498, Oncologic Hospital. Recurrent Epith- 


elioma of Mouth and Neck.—W. H. C., aged 63, 
was referred to Dr. Walter M. James, of Phila- 


delphia, January 21, 1907. In February, 1905, his — 


dentist noticed a raised white spot on the gum of 
the right lower jaw, ‘next to the first molar. For 
a time #-ray treatment was employed, and he was 
later placed under operation in a general hospital 
in the city, the right mandible being removed by 
excision from its angle to the symphysis menti 
through an external opening. The wound never 
closed, recurrence taking place promptly over the 
whole site of operation. 

On admission a large opening with proliferating 
edges shows in side of face and neck. Within the 
wound a mass of epitheliomatous new growth ex- 
ists, about the size of an orange. No glands were 
apparently involved. On microscopic examination 
the growth was shown to be a squamous epitheli- 
oma. 

A major bipolar application was made, under 
chloroform, January 22, 1907, the negative being 
a large oval electrode covered with absorbent cot- 
ton saturated with 25 per cent. sulphuric acid solu- 
tion in water to absorb hydrogen gas, etc.,.and the 
active ionizing ones zinc-mercury pointed electrodes 
of appropriate length inserted around the edges of 
the growth externally, with longer, insulated ones 
inserted in the edges of the portion within the 
mouth through the lips.. A current of 1,200 to 
1,600 milliamperes was turned on and maintained 
for-an hour. Seven days later the whole of the 
slough came away, with some hemorrhage from a 
skin yessel, controlled by a ligature. On the sev- 
enteenth day a devitalized piece of the mandible 
near the chin was lifted from the wound, revealing 
considerable disease in the lower anterior body of 
the cavity. This was successfully eradicated Feb- 


ruary 12 by a second major application of 240 to. 


400 milliamperes for 25 minutes, this time mono- 
olar. 

March 14. Consultation with Dr. Addinell Hew- 
son, with decision that edge of wound nearest the 
neck is healthy. Some disease shows in the upper 
portion of the wound, in position normally occu- 
pied by antrum. This was attacked later (May 
14), by a third major monopolar application, and 
the patient was then directed to return for minor 
applications, of which 32 were given during May 
and June. These minor applications were of to to 
15 milliamperes, but were quite painful, as ‘he 
diseased spot was no larger than a dime, though: 
situated immediately under the floor of the orbit. 
Following the separation of the slough of one of 
these minor applications the patient had two severe 
hemorrhages from the intraorbital artery, expit 
ing during the second hemorrhage. 

No. 514, Oncologic Hospital. Epithelioma of 
Mouth—G. K., farmer, aged 53, was admitted 
from Villisca, Iowa, February 12, 1907. For 4 
number of years he had had a leukoplakial patch 
the sulcus between the left cheek and the teeth of 
the lower jaw. Six months ago a growth appeared 
in the center of the patch that has increased rapidly 
since, giving rise to soreness and frequent lancin- 
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ating pains. Examination shows a white-and- 
red proliferating growth in the sulcus, extending 
from the first incisor tooth to the intermaxillary 
commissure and from the margins of the gums 
well up on the cheek, surrounded by still unchanged 
leukoplakial discoloration. Beyond the commissure 
the growth extended up on the mucous membrane 
of the hard palate about 3 cm. There was no spe- 
cific history. Further examination showed that 
the patient was suffering from Bright’s disease, 
rendering a major application inadvisable. Micro- 
scopic examination showed squamous epithelioma. 

It being decided to destroy as. much of the 
growth as possible by the minor method, he re- 
ceived, between the date of admission and Septem- 


~~ 5, Opening Through Neck Into Buccal Cavity Made by Through 
onic Sterilization, as it Appeared After Separation of Devital- 
ized Tissues, Nineteen Days After Operation (Case 830). 


The cavity occupied by the devitalized diseased glands 
is shown in the center of the wound. 


ber 13, one hundred and thirteen minor applica- 
tions, varying from 30 ma, for one hour to 3 ma. 
for a half hour, the latter applications being the 
weaker ones as the growth was destroyed. At this 
time (Sept. 13, 1907), he was sent home without 
manifest evidence of disease, healthy mucous mem- 
‘brane having covered the site of the growth, but 
with the injunction to return for further treatment 
if suspicious granulations appeared. 

In a letter dated December 14, 1907, the patient 
reports a slight evidence of possible disease, but 
has so far failed to return. 

No. 540, Oncologic Hospital. Carcinoma of the 
Mouth and of the Sublingual and Submavxillary 
Glands, both Sides of Neck.—Sig. C. A., sugar 
planter, was referred by Dr. C. M. Desvernine, of 
Havana, Cuba, April 15, 1907. 

_ A little over a year ago a tumor was noticed 
in the floor of the mouth beneath the tongue, which 
later ulcerated and increased rapidly in size, with 
severe lancinating pain. Examination on admis- 
ston showed an excavation occupying the whole an- 


terior floor of the mouth and under side of tip of 
tongue, with raised and indurated edges. The sub- 
maxillary and sublingual glands of both sides were 
enlarged to the size of chestnuts. The general 
health was good except for the presence of con- 
siderable albumen and a few casts in the urine. 
With a view to a thorough ionic destruction of 
the cancerous area and glands Dr. Hewson was 
asked to ligate both external carotids, which was 
done successfully in two operations on the 23rd 
and 30th of April, in spite of the condition of the 
kidneys, for which the patient was placed under 
appropriate treatment. -At these operations the 
glands were also removed by excision, contiary to 
my original intention, and the prompt recurrence of 


Fig. 6. Conditions of the Scar in Case 830 at End of One Year. 


the disease in a diffused form on the left side of 
the neck in the interval of delayed ionic destruction 
at this site was possibly the chief cause of ultimate 
failure to eradicate the disease. Microscopic ex- 
amination of both the primary growth and removed 
glands showed carcinoma. 

The removal of the glands being for a time ap- 
parently successful, the major bipolar ionic opera- 
tion was proceeded with May 16th, but confined 
to the growth in the mouth alone. Five hundred 
to 600 milliamperes were employed for 30 minutes, 
the negative electrode being placed in the center 
of the excavation and the active needles in turn 
around the periphery, piercing the tongue and floor 
of the mouth slightly beyond the disease. The sep- 
aration of the slough was uneventful, but revealed 
doubtful tissue at the bottom of the cavity. 

On August 5 the site of the excised glands on 
the left side of the neck showing a diffused, in- 
creasing growth, a major bipolar application was 
made, the tissue being transfixed by a curved needle 
with a stout ligature, traction on the latter en- 
abling much of the growth to be drawn away from 
the underlying vessels. The negative electrode was 
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placed over the center and the active electrodes 
transfixed the growth near its base. A current 
of 300 to 700 ma. was used for Io minutes. At 
the same operation a monopolar application of 200 
ma. for 20 minutes was made to the remnant of 
disease within the mouth. On the 16th, during the 
separation of the mouth slough a slight hemorrhage 
occurred beneath the tongue, controlled by cotton 
pledgets saturated with Monsell’s Solution, fol- 
lowed by a severe one on the 19th and another on 
the 24th, both controlled with difficulty by packing. 

On the removal of the packing no disease was 
revealed within the mouth, but there were evidences 
of abnormal tissue between the outer and inner 
sites of application and beneath the outer site, 
which were attacked by a third major application 
on October 2 of 200 to 700 ma., bipolar, and 450 
monopolar, for 30 minutes each, resulting in eradi- 
cating the disease between the mouth and neck 
situations, but. not in the latter, to which site re- 
peated minor applications were made, and, on No- 
vember 4, a fourth major application of 300 ma., 
monopolar, for 45 minutes. 

On the 30th of December a piece of devitalized 
mandible, 5 cm. long, was lifted from the wound, 
and it was noted that the parts within the mouth 
remained healthy and that the patient’s weight 
had greatly increased, but that the site of the re- 
currence in the left side of the neck was doubtful, 
and minor applications were resumed. 

February 11, 1908. The disease still existing 
beneath the site of the left submaxillary gland 
removed in the knife operation, a fifth major ap- 
plication was attempted for its eradication, the dis- 
ease being deeply situated in the neck. The patient 
bore the ether very badly, becoming repeatedly cya- 
notic. From 200 to 400 ma. were attained, bipolar, 
but cyanosis becoming greater the current was re- 
duced to 100 after fifteen minutes. The operation 
was started at 4.10 P. M.; at 4.30 breathing ceased, 
and the patient expired in spite of efforts at arti- 
ficial respiration, intravenous salt solution and 
other restoratives. 

No. 548, Oncologic Hospital. Probable Epith- 
elioma, associated with Leukoplakia of Mouth— 
Mr. F., aged 61, a merchant, was referred by Dr. 
Park Brenneman, of Lancaster, Pa., April 27, 1907. 
For three years he has had a white patch of leu- 
koplakia on the buccal surface of the cheeks, ex- 
tending over the whole of the anterior surface of 
the mouth outside the teeth. It has grown stead- 
ily worse in spite of the removal of all of his teeth, 
the bad condition of which was thought to have 
produced or added to the trouble. In the sulcus 
between the gums and cheek the growth resembles 
epithelioma, but the microscopic examination was 
negative. 

May 2, 1907. Major monopolar application un- 
der chloroform. The area was attacked at one end 
with five fine, zinc-mercury points and a current 
of 160 to 200 milliamperes, the needles being 
moved from time to time until the whole was pro- 
gressively brought under the influence of the radi- 
ated ions, the lips and tongue being meantime pro- 


tected by hard-rubber retractors and the partial 
insulation of the needles. Since the part to be de- 
stroyed was broad and thin the problem of re- 
stricting the ionization to diseased tissue alone was 
met by inserting the needles parallel to the surface 
of the growth and not perpendicular as usually 
done. The operation was completed in 25 min- 
utes. The slough cleared off nicely by the end of 
the second week, when he was discharged io the 
dispensary for observation, minor applications of 
5 to 12 ma. being needed on four occasions during 
the following month. 

May 25, 1909. Examination to-day shows smooth 
and healthy membrane covering former site of dis- 
ease, and no evidence of recurrence. 

No. 569. Oncologic Hospital. Recurrent Epith- 
elioma of Tongue.—Sig. M., aged 51, sugar planter, 
was referred by Dr. Desvernine, of Havana, Cuba, 
June 11, 1907. For four or five years he had had 
a patch of leukoplakia on the dorsum of the tongue, 
In August, 1906, it ulcerated and grew more rap- 
idly. In February of the present year, after spe- 
cific disease had been settled in the negative, the 
growth was removed by excision, with the whole 
dorsum of the tongtte, by a surgeon in Havana, 
who at the same time ligated both lingual arteries, 
By May 18th he noticed a recurrence of both the 
growth and pain, and they are now increasing rap- 
idly. For six days he has been restricted to a 
milk diet. A specific history is possible. 

Examination. Patient is anemic, but not surely 
cachetic. The scar and surrounding portion of 
remnant of tongue is covered with proliferating 
elevations and ulcerations. A careful examination 
of the neck, kindly made by Dr. Newcomet, failed 
to reveal enlarged glands at this time. Blood count: 
5,600 white, 5,000,000 red, and hemoglobin 83 per 
cent. The microscopic examination was apparently 
in the nege*ire as to malignancy, but clinical evi- 
dences and tne final termination of the case re- 
moved all doubt. 

June 13, 1907. A major monopolar application 
under chloroform was made, 500 to 600 ma. being 
used for 25 minutes to the affected surface, effec- 
tually destroying all proliferating tissue with its 
base. The slough came away on the 12th day, ac- 
companied by sufficient hemorrhage to require 
packing with Monsell’s solution. 

July 23. An enlarged gland in the neck has been, 
lately apparent, situated immediately over the bi- 
furcation of the carotid. This was kindly removed 
to-day by Dr. Despard, by excision. A month 
later a minor application of 3 ma. for-20 minutes 
was made to doubtful granulations on the tongue 
and the patient was sent home, without manifest 
evidence.of disease. : 

February 26, 1908. Letter received from Dr. 
Desvernine announcing death of the patient from 
recurrence of the disease in the neck. There was 
no return of the disease in the tongue. 

No. 574, Oncologic Hospital. Carcinoma of the 
Tongue—Mrs. L., aged 36, was referred by Dr. 
W. S. Newcomet, June 18, 1907. Five years be- 
fore the patient had noticed a small “white head” 
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on the left side of the dorsum of the tongue. One 
and a half years ago it began to “burn” and slowly 
increase in size. Dr. Newcomet had used the 
x-ray during the past winter and spring with some 
effect, and had also cauterized it. 

Examination showed a raised, ulcerated, prolif- 
erating growth on dorsal surface of tongue near 
middle of left edge, about 4 cm. long, 2 wide, and 
protruding 2 cm. above surface of tongue. The in- 
duration beneath it extended through the tongue 
to the floor of the mouth. There is a movable 
gland distinctly palpable below the mandible, but 
Dr. N. thought it due to the treatment, as it had 
varied in size. 

June 20, 1907. Major monopolar application un- 
der chloroform, 300 to 360 milliamperes for 40 
minutes. The four electrodes were inserted in the 
periphery of the growth and thrust down through 
the tongue towards the floor of the mouth. On the 
sixteenth day the devitalized tissue, measuring 5 x 
2% cm., was lifted bloodlessly from a cavity that 


Fig. 7%. Epithelicma of Lip and Buccal Surface of Mouth. 


extended below the level of the floor of the mouth, 
and on July 10 she was discharged from the hos- 
pital in excellent condition as_fo the wound, but 
with a doubtful area in front of it, in the floor of 
the mouth. During the next two months this area 
was gradually destroyed by twelve minor applica- 
tions of 5 to 12 milliamperes for a half hour each, 
and by October 10 it was noted that the mouth 
was free from disease, with a scar in the tongue 
that interferes very little with articulation. 

March 19, 1909. Patient visited hospital show- 
ing no evidence of disease within or without the 
mouth. The enlarged gland below the angle of the 
left jaw is much smaller, and on diligent examina- 
tion a similar palpable gland is found on the oppo- 
site side of the neck, both probably old tubercular 
deposits. 

No. 576, Oncologic Hospital. Carcinoma of 
Tongue and Neck— J. McD., aged 64, was re- 
ferred by Dr. Bruce Richards, of Philadeiphia, 
June 20, 1907. Of negative family and personal 


history and excellent physique, he had bitten his 
tongue six weeks before, resulting in a sore in the 
right edge of the latter, which he thought was made 
worse by the sharp edge of a tooth. This was 
filed down by a dentist four weeks ago, but the 
sore not only failed to heal, but grew rapidly worse, 
and a tumor appeared below the ear, in the neck. 

Examination shows a tumor about the size of 
half an egg projecting from the right, posterior 
quarter of the dorsum of the tongue, with indurated 
base and proliferating, ulcerated surface. A hard 
growth of about the same size, with pointed apex, 
projected from the side of the neck immediately 
back of the angle of the right lower jaw. The lat- 
ter growth was not ulcerated, but was deeply ad- 
herent to the structures of the neck. The oppo- 
site parotid gland is evidently enlarged. Patho- 
logic report on specimen removed at operation: 
Not malignant; possibly gumma. (?) 

June 21. Major bipolar operation under chloro- 
form, 500 to 600 milliamperes for 30 minutes, to 
growth on tongue. The growth in the neck was 
not touched on account of its deep situation among 
the neck structures, and also in view of the possi- 
bility of its being the seat of a benign inflammation 
like the parotid gland on the opposite side. The 
devitalized tissue separated from the tongue on the 
eighth day, without hemorrhage, leaving a healthy 
wound; and the swelling in the parotid gland on 
the opposite side of the neck, after increasing im- 
mediately subsequent to the operation, later disap- 
peared. The neck tumor on the affected, right 
side, nevertheless continued to grow steadily, and 
the patient was referred to the x-ray department; 
with the tongue showing no evidence of disease. 

Word was received of the patient’s death subse- 
quently, at his home. 

No. 830, Oncologic Hospital. Epithelioma of 
Mouth and Neck.—C. S. H., aged 50, applied for 
treatment July 8, 1907. Eighteen months before 
he had noticed a rough place on the inner side of 
the gum and floor of the mouth, next the lower 
molar teeth of the left side. A year later, the 
growth increasing steadily, he consulted a surgeon, 
who advised removal of the jaw. The growth was 
examined at this time in the laboratories of the 
University of Pennsylvania and pronounced a 
squamous cell carcinoma. 

On examination, an area of proliferation was 
found on both sides of the lower molar teeth and 
floor of the mouth, extending on the latter forward 
nearly to the symphysis mentis. No enlarged 
glands could be found at this time. 

The patient was greatly opposed to an anesthetic, 
and as the growth appeared to be rather superficial, 
though covering a considerable area, it was decided 
to attempt its destruction by repeated minor appli- 
cations in the office. This was accordingly begun, a 
single slender electrode properly insulated and bent 
to appropriate shape, being employed at each treat- 
ment. The current strength was at first 10 and 15 
ma., but later from 5 to 10 only could be borne, 
the duration being in each case 30 minutes. The 
treatment covered a year in time, during which 50 
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applications were made, at increasing intervals, as 
the parts improved. Three months later he was 
examined and a palpable gland, enlarged to the size 
of a chestnut, was found beneath the angle of the 
jaw, and a remnant of the primary growth still ex- 
isted in the socket of the bicuspid tooth. A 
through-and-through ionic destruction was advised. 

October 16, 1908. Patient admitted to Onco- 
logic Hospital and major bipolar application of 
500 to 650 milliamperes was made for 20 minutes, 
with the negative on the skin over the gland just 
back of the facial artery and four insulated needles 
inserted internally through the floor of the mouth 
into the affected gland, two on each side of the 
mandible. The needles were then transferred to 
the periphery of the gland externally and a mono- 
polar application of 100 to 200 ma. was made for 
30 minutes. The area of skin and subdermic tis- 
sues destroyed measured 5 cm. in diameter. At 
the completion of the operation the tooth that had 
ae surrounded by the disease was drawn blood- 
essly. 

October 23. The patient’s face and neck are 
greatly swollen, but there is no pain. The pulsa- 
tions of the temporal artery can be detected to-day. 

November 2. Devitalized tissue removed to-day, 
showing cavity 514 cm. wide, with devitalized bone 
at the bottom, below which an opening into the 
mouth exists. (Fig. 5.) The devitalized gland re- 
sembled punk, and was readily separated from the 
remainder of the ionized tissue. 

December 5. Patient discharged from hospital, 
to report daily for dressing and irrigation. The 
external wound has contracted to one-half its size. 


There is much swelling of the face above the 


wound, 

April 13, 1909. Greater portion of the body of 
the left mandible extracted from wound inside 
mouth by a pair of forceps. 

July 23. Eight minor applications of 5 to 10 
ma. have been given to suspicious tissue back of 
canine and incisor teeth, and the teeth extracted. 

No. 597, Oncologic Hospital. Carcinoma of 
Mouth and Neck, Virulent Type—F. McF., an 
iron moulder, aged 63, was referred by Dr. F. E. 
Archibald, of Philadelphia, August 13, 1907. Six 
months ago the patient noticed for the first time 
a movable lump in the side of the neck about the 
size of a lima bean, but did not discover the ap- 
parently primary growth in the buccal surface of 
the cheek, opposite middle molar tooth, until six 
weeks ago. One week after noticing lump within 
the mouth (five weeks ago), he had the tooth near- 
est the growth extracted, resulting in a rapid aug- 
mentation of the growth, 

On admission, there is a large, proliferant and 
ulcerated growth on the right side of the mouth, 
involving both gum and cheek, including the whole 
thickness of the latter, and a large, immovable 
tumor externally below the angle of the jaw. Path- 
ologist’s report: squamous epithelioma. 

August 21. The external carotid artery of the 
affected side was ligated by Dr. McCiary in prepa- 
ration for the ionization operation, and on the 3oth 


this was proceeded with, 1,100 to 1,200 milliam- 
peres being employed, bipolar, for 45 minutes. On 
the separation of the dead tissue a local failure to 
eradicate was evident, and a second major bipolar 
application was made September 13, 1,000 ma. be- 
ing used for 16 minutes. This was repeated Sep- 
tember 24th, followed by fourteen minor applica- 
tions. On October 30th a large portion of the 
devitalized mandible came away, revealing much 
disease in neck and face, and further treatment of 
an active nature was abandoned. December 9, there 
was a severe spontaneous hemorrhage from the dis- 
eased area, which had grown much worse, and on 
the 20th he died of repeated losses of blood. 

No. 652. Oncologic Hospital. Epithelioma of 
Mouth.—E. D., a farmer, aged 80, was referred 
by Dr. J. C. McClure, of Williamstown, N. J., 
November 23. 1907. Seven months before the 
patient noticed a growth projecting from the buccal 
surface of the right cheek. In August it became 
painful, 

Examination on admission shows a growth just 
within the right angle of the mouth on the buccal 
mucous membrane about the size of a silver dollar 
and 3 cm. thick, extending from margin of gum 
and angle of mouth upward. The surface showed 
proliferation and ulceration. Pathologic report: 
squamous epithelioma. 

November 27, 1907. Monopolar operation under 
chloroform, 200 to 360 milliamperes for 50 minutes, 
with six needles. The devitalized tissue separated 
bloodlessly on the 14th day, showing a healthy 
wound, and the patient was discharged without 
manifest evidence of disease January 22, 1908. 

July 12, 1909. No disease found on examination. 
The site of the wound is covered with a soft, pink 
cicatrix which limits to some extent the separation 
of the jaws. 

No. 697, Oncologic Hospital. Epithelioma of 
Mouth, with Horny Growth.—E, M., aged 68, was 
referred by Dr. Lamber Ott, of Philadelphia, March 
16, 1908. Four years before a growth appeared, 
the size of a pea, on the buccal mucous membrane 
opposite the first lower molar tooth on the left side. 
It increased slowly and spread to the left corner of 
the mouth, finally penetrating the cheek and appear- 
ing externally. A caustic paste was ineffectually 
used in July, 1907, and Dr. Ott later used the #-ray 
for a time. 

Examination. On the upper lip near the angle of 
the mouth there are two large horns, 2 cm. in length 
by 7 mm. in breadth, with blunt tips, corneous in 
texture and yellowish in color (Fig. 7). Beneath 
this the greater part of the upper lip is thickened, 
indurated and covered with crusts. Within the 
mouth, on the buccal aspect of the cheek, there 1s a 
large fungoid mass, 4 by 5 cm. broad and involving 
the whole thickness of the cheek. Microscopic ex- 
amination: squamous epithelioma. 

March 18, 1908. Major application under chloro- 
form, 300 to 400 milliamperes, bipolar, for 13 min- 
utes, negative externally, followed by 300 ma. mon- 
opolar for an additional 25 minutes. The horns 
dropped off on removal of the dressing the fol- 
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lowing day and the remainder of the devitalized 
tissue on the 17th day. During the next two months 
eight minor applications were made to doubtful 
granulations, of 3 to 11 ma. On October 19th and 
November 30th he visited the hospital with a well- 
healed scar that was thought to be thicker than nor- 
mal, but, under consultation, a waiting policy was 
followed. 

July 12, 1909. Patient visits hospital with a 
healthy scar, that by its usual contraction, has re- 
stored the normal angle to the mouth (Fig. 8). The 
scar is softer than before, pink in color, and shows 
no evidence of recurrence. 


No. 769, Oncologic Hospital. Epithelioma of 
Tongue and Neck.—E. N., aged 52, was referred by 
Dr. Newcomet and Dr. Blackburn of Philadelphia, 
June 10, 1908. For ten years he had had a leuko- 
plakial patch on the dorsum of the tongue to left of 
median line. Five months ago he lifted a crust 
from its center and discovered an ulceration be- 
neath. The tumor has grown rapidly since, and he 
suffers from paroxysms of pain extending to whole 
of left side of the head about every three hours. 

Examination showed a raised, indurated prolifer- 
ating growth occupying about one-third of the dor- 
sum of the tongue, extending from the extreme left 
border to near the right border, and of equal antero- 
posterior diameter ; ulcerated in the center and with 
raised edges. In the left side of the neck there are 
one or more palpable glands the size of a pea. His 
appearance was cachetic. Microscopic examination: 
cylindrical cell epithelioma. 

June 12, 1908. Major bipolar destruction of 
tongue growth, 600 to 1000 ma. for 30 minutes. A 
silk thread was then passed through the skin be- 
neath the enlarged glands palpable in the neck; they 
were raised, needles passed beneath, and with the 
negative on the skin over the gland, the mass was 
destroyed by 800 to 1000 ma. for Io minutes. On 
the separation of the devitalized tissue, which was 
accompanied by a sharp hemorrhage, a local failure 
to eradicate the growth from the edges of the 
wound in the tongue was apparent, and later a sec- 
ond enlarged gland was evident in the edge of the 
neck wound. 

August 12. Re-admitted with elevated and indu- 
rated edges surrounding the tongue wound, an 
enlarged gland alongside scar in the neck and a 
similar one on the opposite side of the neck. There 
has been no return of the neuralgic pains. Second 
major bipolar application to each gland of 800 to 
1000 ma. for a total duration of 16 minutes, fol- 
lowed by monopolar to the tongue of 50 ma. for 30 
minutes. On separation of the devitalized tissue 
disease was still evident in each situation. 

August 31. Third major bipolar application, 500 
to 800 ma. for 45 minutes to tongue, and 250 to 
300, monopolar, to neck. 

September 14. Fourth major bipolar application 
to tongue and neck, 600 to 800 ma. for 45 minutes. 

October 5. Fifth major bipolar application, 200 
to 600 ma. for 25 minutes. 

November 10. Patient referred to the care of 
Drs. Newcomet and Codman of the staff as an ioni- 


zation failure. Daily applications of the x-ray be- 
gun. 

December 3. The x-ray treatment is discontinued 
and patient placed on supporting treatment alone 
and alleviation of the symptoms of the rapidly 
increasing growth, the three sites having now coal- 
esced into a common proliferation. Death occurred 
December 22. 


No. 926, Oncologic Hospital. Carcinoma of 
Fauces and Neck.—Judge , aged 50, was re- 
ferred by Dr. C. A. Donaldson, of Minneapolis, 
April 15, 1909. A fissure was first noticed on the 
anterior pillar of the fauces, left side, in October, 
1908. and the following month an enlarged giand in 
the neck. In December he was placed on the x-ray, 
both internally and externally, which has been con- 
tinued almost daily to the present time. Since mid- 


Fig. 8. Condition of Case 697 One and One-half Years After Ionic 
Horny Protrusion (Case 697). 
Operation. 


winter there has been a neuralgic pain in the dis- 
tribution of the fifth nerve. 

Examination: The jaws can be separated 2 cm. 
only. On looking into the mouth an excavation is 
seen on the anterior pillar of the right fauces 2 cm. 
long, extending to hard palate, with punched-out 
edges and surrounded by indurated tissue. On the 
outside of the neck there is a raised, hard tumor 
beneath the unbroken skin immediately below the 
right ear and extending to the angle of the jaw. It’ 
is immovable and evidently penetrates deeply into 
the neck, completing an unbroken area of disease 
extending from immediately beneath the skin to the 
pharynx. Microscopic examination: carcinoma. 

April 17. Decision having been arrived at to 
give the patient the slight chance of a through-and- 
through ionic destruction being successful, and 
trusting to pressure as a hemostatic if necessary for 
secondary hemorrhage (in view of failure of a pre- 
vious case to do well on an associated excision op- 
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eration for the removal of the infected glands), a 
major bipolar application was made on this date, six 
insulated electrodes being inserted into the growth 
in the mouth and 600 to 700 ma, used for 40 min- 
utes, with negative on the surface of the external 
growth. At the expiration of this time the internal 
electrodes were withdrawn from the mouth and 
short ones inserted in the periphery of the outside 
growth with the negative still in the previous posi- 
tion, and 200 to 400 ma. were applied for an addi- 
tional 20 minutes. 

April 27. A soft mass of devitalized, inodorous 
tissue was removed from the mouth, leaving some 
still in position. A communicating opening to the 
external wound now shows. The difficulty en- 
countered in deglutition is so great that artificial 
feeding through nasal tube is ordered. 

May I. Shortly after changing the dressings, this 
morning a small amount of hemorrhage was noticed 
within mouth and externally, controlled by pledgets 
of Monsell’s solution and a bandage. About an 
hour later, however, the patient’s pulse became rapid 
and the heart action weak, succeeded by temporary 
improvement under heart stimuli and later failure, 
followed by death in about fifteen hours from the 
onset of the unfavorable symptoms. 

Autopsy, by Dr. McClary, showed rupture of the 
carotid artery, which was surrounded by connective 
tissue showing pearly bodies, and chicken fat clots 
of the mitral and aortic valves. ~ 
SumMaARY OF New OF MouTH AND NOSE 

Cases UNbER Ionic SuRGERY: 

Without manifest evidence of disease after peri- 
ods varying from more than one to more than four 
years: 10 cases, of which but 3 were apparently 
operable in the ordinary sense, making about 72 
per cent. of cures. 

Failures to eradicate disease: 10 cases, of which 
all were inoperable in the ordinary classification. 

Died while under treatment: 3 cases, making a 
mortality for the operation of about 13 per cent. 


Gastric LAVAGE IN OBSTRUCTION OF THE BOWEL. 
In every case in which there is even a suspicion 


of mechanical obstruction of the bowel, gastric la- 
vage should be instituted at once and absolutely 
nothing should be given by mouth—A. J. Ocus- 
NER in The Boston Medical and Surgical Journal. 


CATHARTICS IN PERITONITIS. 
_ Whatever form of surgical treatment may i 
contemplated in case of any form of existing peri- 
tonitis, the results must be better if the infection 
is not diffused by peristalsis. There can, there- 
fore, be no reason why peristalsis should be initi- 
ated by the use of cathartics. Even the smallest 
amount of cathartics may change a harmless cir- 
cumscribed infection into a serious diffuse perito- 
nitis—A. J. OcHSNER in The Boston Medical and 
Surgical Journal. 


RETAINED MEMBRANES; SHALL WE RE- 
MOVE THEM AT THE TIME OF LABOR? 


Georce L. BropHEaD, M.D., 


Professor of Obstetrics in the New York Post-Graduate 
Medical School and Hospital; Instructor in Obstetrics 
in the New York University and Bellevue Hospital 
Medical College. 


NEW YORK CITY. 


All authorities agree that retained portions of 
placenta should be removed. Fortunately, however, 
it has been our experience that, following the ex- 
pression or manual extraction of the placenta after 
labor, at or near term, portions of placenta are 
very rarely retained. In the last four thousand 
cases, almost entirely at or near term, in the ser- 
vice of the Post-Graduate Hospital, we find that 
fragments of placenta have been retained and curet- 
tage has been performed for their removal in only 
twelve cases, or once in 333 cases. In two of these 
patients retention was suspected at the time of labor 
and curettage was done. Of the latter ten cases, 
four became septic and six had sapremia. 

The retention of membranes is, on the contrary, 
of frequent occurrence. Hirst, in the last edition 
of his “Text Book of Obstetrics” states that “Mar- 
tini reports 71 cases in 2,960 births, while Reihlen 
found a retention of some portion of chorion in 
152 out of 3,534 labors (4.3 per cent.). Crede re- 
ports 91 in two thousand labors, and believes that 
the retention of chorion is not at all dangerous. 
Olshausen declares that the retention of chorion 
never justifies interference to extract it. Reihlen 
never saw hemorrhage as a result of retained cho- 
rion. Schroeder asserts that retained amnion and 
chorion practically never cause bleeding even when 
retained “in toto.” Mickel and Hegan, on the 
other hand, have shown that retained membrane 
could give rise to puerperal hemorrhage as well as 
septicemia.” 

Hirst says it is not wise to invade the internal 
genitalia in order to remove small shreds of mem- 
brane, but if a greater part of the membranes has 
been retained it is advisable to remove it. 

Edgar in the second edition of his “Text Book 
of Obstetrics” stated that “the mere retention of 
membranes was no indication for the invasion of 
the uterus, in the absence of symptoms of infec- 
tion.” Again, in the third and last edition, he states 
that “when uncertainty exists regarding the reten- 
tion of small pieces of membrane, one can safely 
adopt an expectant plan of treatment, as this is 
safer than intrauterine manipulations. The pro- 
posed routine uterine and vaginal examination of 
the genital tract at this time to determine the condi- 
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tion of the parts and the retention of secundines 
cannot be too rigorously condemned. Nothing is 
to be gained by this course save in very exceptional 
cases, and as its routine practice involves a distinct 
element of risk, its adoption cannot be recom- 
mended.” 

Many authors state that the placenta and mem- 
branes should be carefully examined, but they do 
not state whether retained membrane should be re- 
moved or not. 

Fearing sepsis and hemorrhage should retained 
membranes be left in the uterus, it was my custom 
in my early hospital obstetric experience, to invade 
the uterus with the hand or with a placental forceps 
in search of missing pieces of membrane, a proce- 
dure which was attended frequently with little or 
no success. But during my last year as resident 
physician at the Sloane Maternity Hospital, it was 
my routine to leave all retained membrane in the 
uterus, and as far as I could judge, patients recov- 
ered as promptly as when treated by efforts to ex- 
tract the retained portions. It has been my rule, 
therefore, not to interfere in these cases. 

A few figures will prove of interest. In the ser- 
vice of the Post-Graduate Hospital and in private 
practice, I have collected records of 84 cases of re- 
tained membranes, the large majority of the pa- 
tients being at or near term. The amnion is rarely 
retained, but the chorion may be wholly or partly 
retained. In 70 of these 84 cases, the puerperium 
was absolutely normal, this number including nine 
patients in whom all or nearly all of the chorion 
was retained. Of the 13 patients who had a tem- 
perature of over 100° F., the temperature was due 
in one case to dysentery, in two cases to constipa- 
tion, in one to “caked” breasts, in one to retained 
lochia (the patient having had no lochia from the 
seventh to the ninth day, the temperature dropping 
to normal within twelve hours after a uterine 
douche was given). One patient, with four-fifths 
of the chorion retained, had an afebrile puerperium, 
but on the twenty-second day, while applying a 
tampon for subinvolution, I noticed a mass 114 x 4 
inches, protruding from the external os. There was 
slight bleeding, and upon further examination the 
mass was found to be attached by a small pedicle 
to the lower posterior uterine wall. After removal 
of the mass, recovery was uneventful. The micro- 
scope revealed numerous chorionic villi, constituting 
a placental mole, the only one of these which has 
come to my notice. 

Fight patients had elevation of temperature due 
partly at least to sapremia. To indicate how mild 
this sapremia was, it is only necessary to state that 


one patient with retention of the entire chorion had 
a temperature on one day of only 100.2° F., another 
patient had 100.6° F., on one day another 100.8° F., 
another 101.4° F., another (with entire chorion re- 
tained) 101.6° F., another 102.8° F., and stili an- 
other had 101.2° F., one day, and 103.6° F. on the 
next, with subsequent temperature normal. One 
patient had “slight temperature”—but the degree 
was not stated. One patient was curetted, three 
were given a uterine douche, and all recovered with- 
out sepsis. 

In some cases the retained membrane came away 
en masse, in others in small pieces, while in still 
other cases no traces of the retained portions could 
be found, the membrane coming away apparently 
in the form of fine débris with the lochia. 

From these figures it is evident that nature will, 
as a rule, take care of retained membrane, if the 
patient is not infected from without. Therefore, 
when membranes are retained, we advise against 
exploration of the uterus at the time of labor as be- 
ing an unnecessary and dangerous procedure. : 


144 West 58TH STREET. 


THE FIELD oF CARBON D1ox1DE SNow. 


In affections of the skin it has a 
wider range of usefulness than the x-ray, it will 
do more, and with greater certainty. . ... 
We now use the solid carbon dioxide successfully 
in birthmarks of every variety and all sizes; in 
port wine stains and angiomata, superficial and 
deep; in pigmentary, hairy, and hypertrophic con- 
genital deformities of all kinds, and even in the 
cavernous angiomata. In leucoplakia and precan- 
cerous keratoses it has given us better results than 
any other method; and I know of no way so good 


.to remove the warty and possibly degenerating 


growths that are not uncommon on the hands of 
«-ray workers. Rodent ulcer and_ superficial 
epithelioma can be apparently cured; and I say 
“apparently” advisedly, in view of our experiences 
with radiotherapy in this field. Its effectiveness 
in deeper infiltrating cancer of the skin is still sub 
judice; and the same is true of keloid and lupus 
vulgaris. It is entirely successful in the removal 
of senile warts, papillomata, and other smaller tu- 
mors of the skin. Gunpowder stains and other im- 
hedments of foreign matter in the skin can be re- 
moved by it. And in lupus erythematosus it is 
now our method of election —Ww. S. GotTHEIL in 
the N. Y. State Journal of Medicine. 
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WEAK FOOT.* 
By Irvine D. Sternuarpt, M.D., 


Orthopedic Surgeon, O. P. D., New York Hospital; 
Assistant Orthopedic Surgeon, Vanderbilt Clinic; 
Assistant Pediatrist, Vanderbilt Clinic, etc., 


NEW YORK. 


There is no apology forthcoming for this paper 
on such a commonplace subject for, despite ali that 
has been written and printed about “weak foot,” 
there are still many practitioners, both young and 
old, who fail utterly to even think of this condi- 
tion in examining their patients; and there are also 
many of those who make the diagnosis correctly 
who fail absolutely in the proper treatment. In 
fact, I regret to say that many doctors send their 
patients to be treated to the nearest shoe store 
where they are usually sold a pair of worthless so- 
called arch supporters to be worn at once whether 
or not the foot is even ready for a proper arch sup- 
porter. The doctors who fail in the correct diag- 
nosis usually say “rheumatism” and attempt to cor- 
rect the weak foot with salicylates and other anti- 
rheumatic measures. Need I say that they fail 
utterly? There is, as yet, no case in literature 
wherein a sagging arch of the foot was raised up 
again by internal medication. Still certain internal 
medication has a value in the treatment of some 
of the cases. So much by way of introduction, ex- 
cept to say that I shall aim, as far as possible, to 
make this paper a strictly practical one, barring 
from it all theoretical considerations, 


DEFINITION. Weak foot, commonly known as 
flat foot, which is a most unfortunate misnomer, is 
a condition of partial or complete weakening or 
stretching of the ligaments primarily, and of the 
muscles secondarily, having to do with holding to- 
gether and supporting the bones of the tarsus form- 
ing the instep, on which falls the superincumbent 
weight of the leg and the body above. The result 
of this condition is to cause a partial or complete 
dropping of the instep or arch of the foot with 
more or less eversion of the foot itself from its nor- 
mal position relation to the ankle joint. 


Errotocy. Perhaps Dame Fashion through her 
representatives—the shoe manufacturer—is a potent 
factor in the causation of a condition which is pres- 
ent in about three out of every five people one meets. 
In other words, badly shaped shoes tend to put the 
feet in abnormal positions, causing a straining of 
the ligaments and muscles. Under the heading of 
badly shaped shoes we should include high heels, 


* Read by invitaticn before the Norfolk County, Va., Medical 
Society, January 11, 1910. 


which are particularly vicious in my opinion, point- 
ed shoes, narrow shoes and poorly fitting 
shoes. If the offending shoe is of the button 
type or of the low cut variety it aggra- 
vates the other faults present. Fleshy peo- 
ple with poorly developed muscular tone are more 
prone to the trouble than those not so stout, but thin 
people are by no means exempt. General debility, 
anemia, lack of muscular tone, the use of slippers, 
or much walking in the bare feet, are all contribu- 
tory factors. Constant standing, stair and ladder 
climbing, faulty position in standing (most of us 
were always told to stand with our heels together 
and our toes apart) assist in bringing about this 
undesirable and often extremely painful condition. 
Certain occupations enter into the etiology also, as 
those of policemen, firemen, waiters, bookkeepers, 
canvassers, peddlers, bank tellers, watchmen, floor- 
walkers, conductors, etc.; these are particularly 
prone to be affected. But cases of weak foot are 
drawn equally from the ranks of the millionaires 
and paupers, and from society leaders and scrub- 
women. While the negro race is more affected 
than the white race, the condition gives the latter 
more trouble because in the former it has become 
more or less a normal condition through ‘its per- 
sistence from generation to generation. Males and 
females seem to be affected equally. Age. so far 
as I can judge, plays no particular part, as young 
children are affected as well as adults and even the 
ranks of the aged are invaded. 


VarieTtes. Weak foot can be divided into sev- 
eral classes: The simple weak foot, the simple flat 
foot, the weak foot with marked eversion and stiff- 
ness, the flat foot with marked eversion and stiff- 
ness, and the rigid flat foot usually accompanied 
by eversion and deformity; the traumatic flat foot 
usually found after fractures and sprains, and the 
paralytic flat foot following various paralyzing con- 
ditions affecting the lower limbs, as anterior polio- 


myelitis, etc. 


CompLicaTions. Many cases are accompanied by 
varicose veins which I believe are partly caused by 
this condition, as the strain on the foot and leg 
weaken the support of both the deep and superficial 
veins. In other cases, to which I called attention 
in a paper on “Painful Heels,” published last 
March, there is a bony growth with a surrounding 
periostitis on the os calsis at the tubercle of this 
bone. Another complication met with in some cases 
is a chronic inflammation of the lower epiphysis of 
the tibia. There are also cases complicated by the 

changes caused by repeated arthritic attacks, and 
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in a certain number of cases not only is the greater 
arch of the foot affected but the lesser arch also is 
weakened, and therefore an anterior metatarsalgia 
is present which must be treated. 

PatHoLocy. According to Whitman, who has 
made extensive studies into this condition, the path- 
ology is briefly as follows: The ligaments in the 
internal aspect of the foot and of the ankle joints 
are weak and distended, the unused portion of the 
articular surfaces of the joints may be denuded of 
cartilage, while new facets may have formed to ac- 
commodate the changed relations of the bones. For 
example, the external malleolus may be in direct 
contact with the os calcis; evidences of injury and 
of abnormal pressure may be found in the thick- 
ened periosteum, in formation of osteophytes, while 
the internal structure of the bones has been changed 
in adaptation to the new conditions. The disused 
muscles, particularly the plantar flexors and ad- 
ductors, have become atrophied, as evidenced by 


Fig. 1. Internal View of bag 3 Plate. A, Astragulo-Navicular 


the shrunken calf. The muscles in the inner bor- 
der of the foot have been overstretched, while those 
in the outer and upper part have become shortened 
and contracted in accommodation to the habitual 
posture, 

Symptoms. These may be divided into subjec- 
tive and objective, and they vary under both head- 


ings in the different kinds of weak foot. The sub- 


jective symptoms are pain on long standing or 
walking with relief after a period of rest, but a 
complaint of stiffness on attempting to walk again. 
This stiffness wears away after a while. The pa- 
tient feels tired always and is not disposed to walk 
as much as formerly. He complains of pain in the 
ankle and the calf of the leg, and oft times in the 
knee, hip and back, and a sense of strain in the 
same localities. He says that on arising in the 


morning he cannot walk without his shoes because 
his feet are stiff and painful and need support. 
Muscle cramps are also complained of. There may 
be sharp pain and sensitiveness in the heel. The 
pain is often worse in damp weather, whereat a 
diagnosis of rheumatism is immediately “assumed” 
by the patient and accepted too many times by the 
busy physician, in whom all the aforementioned 
symptoms have excited no suspicion of anything 
else wrong, and he hastily prescribes a rheumatic 
remedy and makes no examination of the feet. If 
he did he would find many or all of the following 
objective symptoms—an everted foot (to a lesser 
or greater degree) ; a foot with the arch partly or 
entirely missing ; a foot combining both of the fore- 
going. On testing he would find stiffness and 


Fig. 2. Under Surface of Whitman Plate. C, Joint of Great Toe. 
, Center of Heel. 


spasm and therefore necessarily a reduction of the 
normal range of motion of the foot. He would 
also observe deformity in the usual normal outline 
of the foot were any present. Pain in the heel over 
and around the os calcis may be elicited on pressure. 
A swelling around the outer aspect of the ankle 
may be present and owing to impaired circulation 
caused by the abnormal position of the foot, the 
veins may stand out somewhat and some edema 
may be present in the leg itself. Im some cases 
there is a soreness along the shaft of the tibia 
which disappears with the cure or relief of the foot 
condition. 

Dracnosis. The diagnosis of this condition 
should be easy. Whenever I hear of somebody 
who has a seemingly incurable chronic rheumatism 
of the lower extremities I wonder whether the at- 
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tending physician has thought to look for the con- 
dition of weak foot. Certainly ninety per cent. of 
such cases brought to my attention have been 
wrongly diagnosed and the institution of the proper 
treatment for weak foot cured the “chronic rheu- 
matism.” The diagnosis is made by having the 
patient take off both shoes and stockings, raise the 
other garments half way at least to the knee, and 
stand erect. In a light case the arch of the foot 
may look almost normal, but some degree of ever- 
sion of the foot may be present. In another case 
the arch of the foot may be partly or entirely gone, 
but no eversion is present. Other cases will com- 
bine to a greater or lesser degree both these signs. 
And in still other cases some bony deformity may 
also be present. This will be caused by a partial 
dislocation of one or more bones of the tarsus from 
their normal position. Another simple method of 
diagnosis and particularly effective in early cases 
is to have the patient paint the soles of the feet 
with vaseline and then walk on a piece of white 
paper. Note the impress made by the feet. In the 
impression made by the normal foot the central part 
of it or the instep will be represented by a very 
narrow line along the outer border of the foot. 
The widening of this line is in proportion with the 
degree of weakness of the foot. Having the patient 
step in some water and then walk on the floor 
can be substituted for the vaseline and white paper 
test. Something can also be learned by studying the 
patient’s shoes. The wearing out of the sole and 
heel of the shoe along the inner border and, when 
the shoe is made to stand alone, the bad shape it has 
been forced to retain by the various deformities of 
the foot itself or its malposition, are diagnostic 
points. The cases in which the arch is practically 
entirely done away with, or where the eversion and 
deformity are markedly present, are self-evident to 
the physician who looks at the feet at all and does 
not accept his patient’s diagnosis of “rheumatism.” 

DIFFERENTIAL DraGnosis. Weak Foot in its 
various classes must be differentiated from. 

Acute Rheumatism. Acute onset, involvement 
of several points, pain, heat, redness, swelling, and 
sweats of an acid reaction. Sometimes a previous 
history of like attacks or a pre-disposition to amyg- 
dalitis—constitutional reaction. 

Chronic Rheumatism. History of previous 
acute attacks; involvement of several joints; acute 
exacerbations at times; Arthritic changes in the 
joints. 

Gonorrheal Rheumatism or Arthritis. Acute 
mode of onset, history of an attack of gonorrhea 


which may be found on examination still to be 
present in an acute, subacute or chronic stage. Ex- 
treme pain, heat, redness, and swelling. Examina- 
tion of the urine shows casts, shreds, gonococci. 
Several joints usually involved. 

Tuberculosis of the Ankle or Bones of the Tar- 
sus. Pain at night, sensitiveness over affected part; 
limp; lack of desire to bear weight upon the foot; 
swelling and deformity. 

Fracture or Sprain. History of injury; swelling; 
crepitus; acute inflammatory reaction. 

Syphilis of Ankle Joint or Tarsus. History of 
the case; tendency to pain in the shafts of the 
bones; lack of muscular spasm; stiffness and de- 
formity. Lack of pain. Remains of original lesion 
and rash. Tendency to increased pain at night, 
headache, etc. 

Charcot Joint. Rare in ankle. Swelling due to 
effusion. History of specific disease. Lack of 
muscular spasm, etc. Also signs of locomotor 
ataxia. 

Still’s Disease, Rheumatoid Arthitis and other 
Arthritic Conditions. They show involvement of 
more than one joint; the pain is general in all the 
parts involved; some constitutional disturbance us- 
ually. exists in conjunction with the trouble. _ 

New Growths-Chronic Epiphysitis. Best diag- 
nosed by means of the +-ray. 

Nervous Affections, There are various nervous 
diseases which affect the ankle joint but other 
joints are involved also. It is important to remem- 
ber, however, that weak foot can exist in conjunc- 
tion with, and in fact be caused by, some of the 
above mentioned diseases and require treatment 
just as though the other condition did not exist. 
In other cases curing the existing trouble will re- 
lieve the weak foot. 

Procnosis, The prognosis in every case should 
be divided into (a) as regards cure (b) as relief 
of the condition. As regards a complete cure the 
prognosis must depend upon the type of the case, 
its duration, the age of the patient, his general 
condition, his occupation, and the degree of faith- 
fulness with which the proper treatment will be 
carried out. Every case cannot be absolutely cured 
so that arch supporters will not always be con- 
stantly necessary but every case can be relieved so 
that all disagreeable and uncomfortable symptoms 
and any existing disability will be removed. But 
the treatment must be the proper one and if thor- 
oughly carried out in every particular by the pa- 
tient, under the supervision of the medical man 
himself, and not left to the shoemaker or brace- 
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maker to supervise for him. The prognosis in 
cases where the doctor shirks his responsibility and 
hands his patient over to the shoemaker or brace- 
maker for treatment is apt to be bad because the 
proper treatment in its entirety will not be given 
but only such part of it as will help to the finan- 
cial gain of the tradesmen herein mentioned. 
ProPHYLAXIS. How can we check the increas- 
ing number of cases that require attention? Are we 
going to become a weak footed nation?- I believe 
the tendency to weak feet can be checked and by 
very simple means. One of the first things to do 
is to demand of the shoe manufacturers that the 
outrageous shapes in shoes turned out as “stylish,” 
be discontinued, and shoes that conform to the nor- 
mal shape of the foot be substituted. Again, the 


Fig. 3. External View of Whitman Plate. B, Calcaneo-cuboid 
Junction. 


heel of the shoe must be less like a stilt in width 
and height and be a support to the foot and not a 
menace to the equilibrium of the whole body. Next 
in importance, is foot gymnastics tending to 
strengthen the ligamentous and muscular support of 
the arch. Excessive standing in one position should 
be avoided, and in both walking and standing the 
old advice to keep the heels together and the toes 
apart should be disregarded. For normal feet the 
attitude in standing and walking should be heels 
together and toes almost together. In feet with a 
tendency to weakness the attitude at rest, or when 
either standing or walking, should be towards what 
is commony known as “pigeon-toed.” It tends to 
taise the arch of the foot; while the opposite posi- 
tion tends to cause eversion of the foot and oblit- 
eration of the arch. As poor general condition is 
often responsible for the weakness of the feet the 
patient’s general health must receive attention early 
so that the ill effects of his debility shall not ex- 
tend to the lower extremities. 

TREATMENT. The final result to be achieved in 
the treatment of all the varieties of weak foot re- 


solves itself into restoring the arch to its normal 
state and retaining it there. To do this a proper 
arch support is supplied for the patient who must 
wear it for a varying length of time. The arch 
supporter or “flat foot plate” as it is generally 
called, is worn over the stocking inside of a prop- 
erly shaped and fitted shoe. If properly fitted it 
causes the patient absolutely no annoyance of any 
kind. A few cases may require operative inter- 
ference. 

(a) The treatment for simple weak foot and 
simple flat foot is to order the wearing of a prop- 
erly constructed shoe. This shoe will be so shaped 
that it will throw the foot into a slight varus po- 
sition through the curve of its outer border and 
the straightness of its inner border. To whatever 
shoe I use I usually order added an extra sole 
running from the toe to heel, including the instep, 
commencing as a thin piece of leather from the cen- 
ter of the original sole of the shoe and gradually 
increasing in thickness as it approaches the inner 
border of the shoe, until, at the border itself, it is 
a quarter of an inch thick. A pair of plates of 
the kind I will describe later is ordered for the pa- 


Fig. 4. View of Modified Whitman Plate. 
tient to be worn constantly until cured. The pa- 
tient is ordered foot gymnastics to strengthen his 
feet and massage is recommended. These foot 
gymnastics I will also describe later in my paper. 
If tonic treatment is required for his general con- 
dition it is ordered. 

(b) The treatment for weak foot with eversion 
and stiffness and for flat foot with eversion and 
stiffness is the same so far as ordering the proper 
shoe is concerned, but before the patient is ready 
for flat foot plates, the stiffness and eversion must 
be done away with entirely. This is done by ma- 
nipulating the foot in several ways. At each visit 
of the patient, the foot is gradually forced so far 
as it is possible, into the attitudes of flexion and ex- 
tension alternately for several minutes and then 
moved alternately from eversion to inversion for 
several minutes. Of course, the amount of inver- 
sion possible at each sitting will depend somewhat 
upon the strength of the doctor, the amount of pain 
to which the patient will submit and to the amount 
of stiffness in the foot to be manipulated. After 
each treatment massage is given and then the feet 
are put up in a position of slight flexion and as 


a 
A 
rt; 
of a 
ion 
to 
of 
tor 
of i Wy 
the / 
ne- 
the 
ent 
ist. 
re- 
ald 
lief 
the 
ase, 
eral 4 
ith- 
be 
ired 
i 9 
oms 
But 
hor- 
pa- = 
ace- 


AMERICAN . 
I 16 JOURNAL OF SURGERY. 


STEINHARDT—WEAK Foor. 


April, 1910, 


much inversion as possible with strappings of zinc 
oxide plaster. The application of this plaster I 
shall discuss later. Machines have been devised for 
the manipulation of this class of feet and as the 
amount of manipulation is controlled by the pa- 
tient’s will they are very desirable, giving the most 
excellent results with the least amount of pain to 
the patient (see accompanying photograph). Be- 
tween treatments the patients perform foot gymnas- 
tics at their homes. After all the stiffness and 
eversion has been overcome plates are made for 
the patient, who is then advised that from time to 
time his plates may have to be changed to meet 
altered conditions in his feet. He is also advised to 
continue his foot gymnastics. 

(c) The rigid flat foot usually requires manipu- 
lation under an anesthetic. After the patient has 
been anesthetized, the feet are stretched and manip- 
ulated in all directions until they seem freely move- 
able. They are then put up in plaster of Paris ban- 
dages in an over-corrected position of flexion and 
inversion and allowed to remain that way from 
six to eight weeks, during which time the patient 
is allowed to go about, the bandaging on the under 
portion of the feet having been made a little heavier 
than the other parts, and the under surface flattened 
to allow of easy walking. At the end of this time 
the plaster bandages are removed and the treat- 
ment then proceeds as in the last variety mentioned. 

(d) The traumatic flat foot must be managed 
by the treatment best suited to each particular case, 
chosen from the several courses of treatment al- 
ready mentioned, as each case of traumatic flat foot 
will present its own peculiar features and these 
must be met as the best judgment of the attending 
physician indicates. Sometimes a combination of 
various treatments must be employed. 

(e) The paralytic flat foot also must be studied 
carefully as to how much can be done for it. This 
will depend somewhat on the original cause of the 
paralysis which caused the flat foot and on the con- 
dition of the tissues. In some cases operative in- 
terference of various kinds must precede the me- 
chanical treatment of the condition. In other cases 
braces and apparatus of different classes will have 
to be used either temporarily or permanently in 
conjunction with the plates. As in the other varie- 
ties of weak foot all spasm, eversion, and stiffness 
must be overcome before plates are applied. 

In many cases of weak foot pain and stiffness 
are very troublesome symptoms and in conjunction 
with the strappings I use internally the salicylates 
and iodides. They have nothing absolutely to do 


with the cure of the condition but they do help to 
allay the pain somewhat and make the patient a 
little more comfortable, 

The foot gymnastics are as follows: Instruct the 
patient to stand “pigeon-toed,” then to raise him- 
self up quickly on his toes and come down slowly 
until the heels almost, but not quite, touch the 
floor; then to raise up quickly again on the toes. 
This is done from fifty to a hundred times morning 
and evening, alternating with the second exercise 
which consists of still retairang the pigeon-toed 
position, rising up on tue toes and then gradually 
coming dowr on tne outer border of the feet to 
the normal position in standing. This, like exer- 
cise number one, is done from fifty to a hundred 
times. 
The strapping of zinc oxide plaster is used as 
follows: The foot being held in a position of 
flexion and inversion two strips of plaster, each 
about an inch wide, are put together slightly over- 
lapping and placed on the foot directly beneath the 
external malleolus, carried under the sole beneath 
the arch, and up the inner aspect of the ‘eg to 
about a quarter of the distance below the knee, 
where it is held in place by a band of inch wide 
plaster put around the leg. Another rather loosely 
applied circular band can be put around the leg a 
little above the ankle to hold the plaster snug 
against the leg if it is so desired. Personally, I 
do not use it but make short overlapping bands, 
which do the service. Having the two long bands 
of adhesive plaster in place a half dozen bands 
from ten to twelve inches long and from three- 
quarters of an inch to an inch wide, are prepared, 
and still holding the foot in the as near as possi- 
ble, over-corrected position, the first band is applied 
to the foot about half an inch back of the small toe 
on the dorsum of the foot, carried around the outer 
border of the foot, then under the arch to the inner 
side of the foot’and across the ankle or a little above 
it to about the middle of the outer side of the leg. 
The next strap is put on immediately behind, and 
slightly overlapping the first one. This process is 
continued until the entire arch is supported by this 
reinforcement of the two long bands. I usually 
change these strappings about twice a week. 

To take casts of the feet for plates there is needed 
plaster of Paris, a gauze bandage, either vaseline 
or talcum powder, four tin basins such as are used 
for washing the hands, four long handled spoons, 
some common salt, a piece of non-absorbent cotton 
batting and a few pieces of gauze, and a flat-topped 
stool or box as high, or almost as high, as the seat 
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of an ordinary chair. When the patient is ready for 
plates one proceeds to take the casts as follows: 
The patient removes the shoes and stockings, and 
either vaselines one foot from about an inch above 
the ankle, downwards to and including the sole, or 
rubs it freely with talcum powder, and sits in the 
chair in such a position that he can comfortably 
place his foot in the soft plaster of Paris with the 
outer border of it resting downward in the plaster. 
He must hold this position without moving the foot 
until you are entirely through taking off the cast. 
The stool or box is covered with a moderately thick 
layer of the non-absorbent cotton. Over this lay a 
piece of gauze or a double thickness of ordinary 
newspaper. This is to receive the soft plaster when 
itis prepared. This is done by mixing up some of 


the plaster with some slightly salted water until it 
forms a very soft, pasty mass. When this is ready, 
pour it out on the paper and place the patient’s foot 
in it as above described. Mold the plaster of Paris 
around the lower half of the foot quickly (for it 
hardens rapidly), from the toes, to and including, 
the entire heel. Now place strips of gauze over the 
edge of the plaster. Prepare another basin of plas- 
ter and spread it over the upper half of the foot. 
Now leave the cast alone until this upper half has 
hardened, or until the patient complains of the 
heat of the setting plaster. Then remove the foot 
from the two parts of the plaster mold, which the 
gauze strips have prevented from adhering together. 
This same course is followed for the other foot. 
This completed, the outline of the patient’s feet in 
plaster of Paris is secured. Now vaseline the inside 
of the four half molds and tie the two halves of 
each securely together covering in the lower end. 
Fill the casts with some soft plaster of Paris and al- 
low it to harden. Remove the original shells and you 
now have a replica of the patient’s feet. This you 
Must properly prepare for the brace maker who is 
going to make a steel plate according to your direc- 


tions on the casts sent to him. I use, almost exclu- 
sively, the foot plate devised by Dr. Whitman, of 
New York, who deserves great credit for the 
advances in treatment brought about by his work. 
I ofttimes modify his plate, however, ‘to include the 
entire heel base instead of only about half of it 
as in the Whitman plate. If the molds have been 
well taken they should stand erect alone favoring 
neither one side nor the other. The highest point 
on the cast should be about two inches in front of 


the back of the heel. This point represents the an- 
terior part of the os calcis, which is the point we 
wish to raise. Having marked this point trim away 
the plaster from the ball of the big toe backwards 
to this point. Also trim the plaster away from the 
end of the heel forwards to this point. On this 
perfected cast (one for each foot) map out the 
plate for the brace maker. It is done as follows: 
Make a mark about half an inch below the external 
malleolus, next make a mark about half an inch 
below the internal malleolus, and then a mark just 
about behind the ball of the big toe. Connect these 
points, bearing the following in mind, viz, the ex- 
ternal flange of the plate extends from the center 
of the heel to directly behind the base of the fifth 
metatarsal bone; the internal portion of the plate 
extends backwards from the ball of the big toe to 
the center of the heel gradually rising in a graceful 
oval shaped curve to the point marked below the 
internal malleolus and then sloping downwards to 
the center of the heel mark on the inner border of 
the foot; and the under part of the plate is to take 
in only that part of the sole from the center of 
the heel forwards to behind the ball of the big toe. 
160 West 106TH Street. 
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CotrAM—CutT-THROAT, 


April, 1910, 


CLINICAL NOTES ON A CASE OF CUT: 
THROAT.* 
GEOFFREY CoTTaM, M.D., 
. ROCK RAPIDS, IOWA. 


P. M. B., male, aged 23, worker in a steam 
laundry, attempted suicide on August 17, 1909, by 
cutting his throat with a razor. He did not draw 
the blade tangentially across the throat in the usual 
manner. He grasped the razor in his fist at the 
juncture of the blade and the handle, digging the 
point in his neck at the inner border of the left 
sterno-mastoid just above the upper edge of the 
thyroid cartilage of the larynx, then cutting back- 
wards, slightly upwards and to the right, as far as 
the inner edge of the right sterno-mastoid, he di- 
vided the pharynx completely, severing also the 
prevertebral muscles and exposing the vertebral 
column, but missing the great vessels of the neck 
on both sides. The hemorrhage, nevertheless, was 
profuse but was controlled by the application of 
numerous clamps. Asphyxia was prevented by 
clamping a hemostat on the base of the epiglottis, 
which had been divided, and keeping it drawn for- 
ward. 

On his being brought to the hospital it was found 
that the man was so weak from shock and loss of 
blood that the repair of the severed structures could 
be undertaken without anesthesia. While this was 
in progress a quart of normal saline fluid was in- 
ected into the subcutaneous cellular tissues of the 
thighs and chest, with marked good effect upon 
the pulse and general condition. 

A preliminary tracheotomy was performed. Then 
the suturing of the pharynx was done with Pagen- 
stecher linen ; the first row of stitches including only 
the posterior muscular layers, after which the mu- 
cous coat was stitched throughout its entire cir- 
cumference; the epiglottis was anchored back in 
its place; and finally a row of stitches was placed 
in the lateral and anterior muscular layers. The 
depressors of the hyoid were then united with 
catgut and the skin edges approximated with silk, 
provision being made at each extremity of the in- 
cision for cigarette drains down to the suture line 
of the pharynx. 

Recovery took place without notable incident. 


Rectal feeding was used for ten days, then feeding . 


through a stomach tube until the patient could 
swallow. He went home on the fourteenth day, 
able to swallow liquids and soft food. The trachea 
tube had been removed a few days previously. 


* Read at the 19th annual ogg 4 of the Western Surgical and 
Gynecological Association, Omaha, Neb., December 21 and 22, 1909. 


In the course of another two weeks there began 
to be difficulties of swallowing and breathing. Both 
increased until it became necessary to repeat the 
tracheotomy and again resort to rectal alimenta- 
tion. An annular stricture of the pharynx was 
found to be forming and this continued in spite of 
all efforts to overcome it. It was remarkably re- 
sistent to dilatation. I succeeded in introducing the 
blades of a heavy Goodell uterine dilator but could 
make only a very slight impression upon the stric- 
ture, enlarging the opening to the extent of admit- 
ting a No, 21 French bougie. This opening, situ- 
ated just back of the epiglottis and therefore more 
over the larynx than the esophagus will not permit 
the passage of an ordinary straight or soft tube to 
the patient’s esophagus for feeding purposes; such 
a tube always enters his larynx. After much ex- 
perimenting I found that the only tube available 
for the purpose was a Mercier coudé prostatic cath- 
eter. The beak of this, introduced backwards, 
clears the posterior wall of the larynx and enters 
the esophagus. By this means the patient is able 
to feed himself and he has gained in weight stead- 
ily since the method was adopted. I have been ex- 
perimenting of late with a curved silver deglutition 
tube which I have had made to extend from the 
stricture to the esophagus and fitted with a shoul- 
der to rest on top of the stricture and to be worn 
constantly. This works fairly well with a small 
volume of fluid but with larger amounts portions 
of the liquid seem to be forced around the tube 
and reach the larynx. I have not yet been abie to 
dispense with the trachea tube, for when the patient 
is feeding himself with the prostatic catheter, the 
opening in the pharynx is completely occupied and 
there is no avenue for respiration except by the 
tracheotomy opening. I have thought this case 
worthy of record because of several unusual fea- 
tures connected with it. First, the remarkable 
depth of the wound, which completely severed the 
pharynx and the prevertebral tissues, exposing the 
bone; second, the patient’s escaping death from 
hemorrhage, asphyxia, pneumonia or sepsis ; third, 
the occurrence of annular stricture of the pharynx 
in so peculiar a situation as to interfere with the 
action of the epiglotis and to obstruct the larynx 
and trachea; and fourth, the problems of meeting 
all these situations. Instances of this character must 
be quite uncommon for a fairly thorough search of 
the literature reveals scant reference to anything 
very similar. 

I hope to be in a position to report at some sub- 
sequent date that I have been able to accomplish 
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something that will enable this patient to dispense 
with his tracheotomy tube and to swallow his food. 
Whether this will be by means of some mechanical 
device or by a plastic operation such as was once 
used by B. Farquhar Curtis (Annals of Surgery, 
Vol. XXXIII, p. 152) in a case of syphilitic stric- 
ture in nearly the same region, remains to be de- 
termined. 


OPERATION CARD FOR PATIENTS—A 
SUGGESTION. 
FrANK C. YEoMANS, M.D. 
Assistant Surgeon, N. Y. Polyclinic Hospital, 
NEW YORK CITY. 


When taking the anamnesis one ought always to 
ask the patient regarding previous operations. In 
so doing the questioner will learn when the oper- 
ations, if any, were performed, but will be sur- 
prised to find how seldom the patient knows ex- 
actly for what conditions and what was really done. 

Lack of this knowledge may be, and, in hospital 
practice especially, often is, a serious handicap, 
frequently leading to error in diagnosis. Other 
surgeons will, I am sure, confirm the truth of this 
statement not only for the affluent and intelligent 
but especially for the poor and ignorant who are 
of necessity operated upon as a rule in hospitals. 
In most instances it would be a waste of energy 
to explain to patients all the conditions found. 
They would not remember-correctly but only bear 


away a hazy, unintelligible idea which would be 


valueless to a subsequent examiner. For example, 
the patient states that “the stomach was opened,” 
thereby meaning that a laparotomy was performed. 
This is worthless, for the scar indicates it. When 
she says further that “the womb was operated 
upon” we are all at sea. The pertinent questions 
are: Was one or more fibroids removed: Were 
the right, left or both tubes and ovaries re- 
sected, or was simply a ventral fixation done? or 
did the operator inspect the vermiform appendix 
and finding it diseased remove it also? If one or 
a combination of the above mentioned operations 
was performed, are not the pains now present over 
the right iliac fossa or colic or constipation, due 
to the consequent adhesions or to the mal-position 
of the sigmoid? Instances of this sort daily occur 
in practice. 

Sometimes with due effort we can communicate 
with the surgeon or hospital authorities and learn 
the conditions found in a given case and the na- 


ture of the operation performed. More often cir- 
cumstances preclude such a course, and the investi- 
gator is forced to rely wholly upon his own exam- 
ination. As a result many patients undergo ill- 
advised and fruitless exploration. 

Hence, it has occurred to the writer that an “op- 
eration card” would be of mutual advantage; to 
the examiner, as an aid in clearing up his diag- 
nosis; to the patient, in avoiding the ordeal of an 
unnecessary operation. This card should be of 
convenient size, say 3 by 5 inches, and contain es- 
sential information only expressed in scientific 
terms. The form printed herewith is suggestive 
merely, 

Operation Card of (name of patient)............ 
Date of Operation............... ‘ 
Pathologic Report 
Date of Discharge........... 

The house surgeon or some other member of the 
staff should fill it out carefully and instruct the 
patient when discharged to keep it always and 
show it to a physician only, in case she again falls 
ill. I feel confident that patients, understanding 
its worth, would always treasure such a card, which 
might prove a veritable talisman. 

The only valid objection that occurs to me to 
issuing such cards is that, knowing the nature of 
their affection, it might engender needless worry 
in the minds of some nervous individuals, particu- 
larly were the disease malignant, tuberculous or 
luetic. On this account it is imperative that the 
diagnosis and pathologic findings be expressed in 
exact scientific terms. However, these unfortu- 
nates comprise the minority of cases, and in such 
adults as well as in all children this objection could 
be nullified by entrusting the card to the most 
responsible relative—parent, husband, or to a guar- 
dian—and enjoining upon the latter the necessity 
of its preservation inviolate and its possible iuture 
use, 

To give the proposal a fair trial would neces- 
sitate its general adoption by hospitals. The outlay 
in time and money would be slight, and the practi- 
cal advantage that would accrue to both the diag- 
nostician and the patient would, I feel, far out- 
weigh any theoretical objections that might be op- 
posed. 


46 West 48TH STREET. 
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IODINE DISINFECTION OF THE FIELD OF 
OPERATION. 

The report by H. E. Stroud, in 1905, of his em- 
ployment of bromine solution as a wound disinfec- 
tant and his recommendation of bromine “as an 
antiseptic of the highest order,” prompted in these 
columns (January, 1906), a brief comment on “The 
Halogens as Antiseptics.” In this we referred to 
the value of iodine as a powerful surface disin- 
fectant; and we added that notwithstanding their 
usefulness in the treatment of infected wounds, 
“the chief field of the stronger antiseptics is in the 
sterilization of inanimate objects and in the dis- 
infection of the unbroken skin.” 

Stroud’s article (Surgery, Gynecology and Ob- 
stetrics, December, 1905), seems to have awakened 
no enthusiasm for bromine solution as a wound 
disinfectant, probably because it is more disagree- 
able to handle and no more serviceable than iodine. 
Chlorine, too, as liberated from chlorinated lime, is 
less used now than formerly, either for the sur- 
geon’s hands or as a disinfectant in houses and 
public places, in which latter capacity it has been 


largely replaced by formaldehyde compounds, Mean- , 


while, however, the surgical employment of iodine 
as an antiseptic has consistently and insistently de- 
veloped. 

Discovered by Courtois in 1812, iodine has had a 
remarkable history in internal medicine. In surgery 


it has occupied a less exclusive and eminent po- 
sition, but it has played an important rdéle never- 


theless. We shall pass over the employment of 
iodine as a counter-irritant and “absorbent” and 
as a means of sealing up hydropic serous cavities 
(notably spina bifida and hydrocele sacs), and as an 
injection in the treatment of tuberculous and sup- 
purating joints. 

The antiseptic properties of iodine were first 
shown by Liebig, and established later, in bacterio- 
logic terms by Sternberg, Koch, Davaine, Senn and 
others. Its first striking triumph as a surface, or, 
more properly, endermic antiseptic was in the treat- 
ment of erysipelas. But it was also early used as 
a stimulant and disinfectant of ulcers, and in the 
local therapy of furuncles and carbuncles. 

The introduction by Claudius, in 1902, of iodized 
catgut, especially aroused interest in iodine as a 
penetrating disinfectant. Its employment in aque- 
ous solution in the irrigation and dressing of septic 
wounds soon followed. The elder Senn, who was 
one of the first to adopt Claudius’ method and to 
pursue in other fields a study of iodine to which 
this method had stimulated him, concluded that 
“iodine-is the safest and most potent of all known 
antiseptics” and that in appropriate solution it does 
not damage the tissues. (Surgery, Gynecology and 
Obstetrics, July 1905.) ; 

Long before this “Roux, of Lausanne, first used 
the tincture of iodine as an aid in completing hand 
disinfection” (Senn). After disinfecting the hands 
in the usual way, he dipped his finger tips into the 
tincture, in order to sterilize the subungual space 
and nail folds. Mikulicz and Senn adoped Roux’ 
method. 

With the non-destructive, penetrating, antiseptic 
properties of iodine established, and after it had 
been used, with good results, for the sterilization of 
the surgeon’s finger tips and, sporadically, for dis- 
infecting abraded and ulcerated surfaces in the field 
of operation, it seems but logical that iodine should 
be tried as a routine means of sterilizing the un- 
broken skin of the field of operation. It was so 
tried by Grassich, a Roumanian surgeon, and its 
value was proclaimed by him a little over a year ago 
(Zentralblatt fiir Chirurgie, 1908). 

Grassich’s method has been tested by numerous 
surgeons and it has been generally commended. It 
possesses two paramount advantages: its extraordi- 
nary efficiency in preventing skin infections, and the 
simplicity of its application. Indeed, nc method of 
skin disinfection can be simpler ; it is merely neces- 
sary to shave the skin dry and to paint the entire 
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area with tincture of iodine. 

It has been shown that the iodine penetrates into 
the deeper layers of the skin. This penetration is 
said to be inhibited if the skin has been wet with 
water or watery solutions. Therefore, any prelim- 
inary washing should be by alcohol, ether or ben- 
zine. 

It has been recommended that the tincture be 
painted on the skin several hours before operation, 
again on the table and finally, about the line of 
incision, at the conclusion of the operation. This 
would seem to be too severe. Three such applica- 
tions will, no doubt sometimes cause blistering and 
desquamation. Occasionally a subject is found 
whose skin is sensitive to iodine and, therefore, 
when time permits, it is wise to test for skin suscep- 
tibilty by painting a small area of the skin before- 
hand. 

Any procedure that eliminates some of the tedi- 
ous and often disagreeable features of our older 
methods of pre-operative skin disinfection deserves 
to be cordially welcomed. Further, when it is con- 
sidered that Grassich’s method is apparently more 
efficient than the “scrubbing up” it seeks to sup- 
plant, and that it is eminently serviceable in emer- 
gencies, the importance of his contribution becomes 
evident. 


THE NEED FOR COUNTRY HOSPITALS 
FOR CRIPPLES. 

We have repeatedly dwelt on the importance 
of the out-of-door management of cases of surgi- 
cal tuberculosis. Splendid as are the orthopedic 
hospitals in many of our large cities, they do not 
afford, either in physical welfare or in occupa- 
tional environment, all that are needed for their 
necessarily. protracted cases of paralytic deformi- 
ties and of tuberculosis of the skeletal tissues. The 
value of fresh air sanatoria, both to effect cures 
and to provide cheerful surroundings and indus- 
trial training, has been by no means unrecognized, 
and country branches and seaside institutions have 
been established by various hospitals and guilds for 
cripples. But these privately supported sanatoria 
are in size and number quite inadequate. 

Either because provision for institutions for cases 
of pulmonary tuberculosis has been, not improperly, 
paramount, or because the enormous economic im- 
portance of the proper care of our cripples has 
not been impressed upon our legislatures, states 
and municipalities for the most part have failed 
to erect suitable country hospitals for those cases 
which by such provision might be saved to the 


State from death or hopeless invalidism. In the 
New York State Hospital for the Care of Crip- 
pled and Deformed Children the experiment has 
been tried on a small scale. The results that have 
been achieved in the nine years of the existence of 
this small plant, in the care of the relatively few 
children provided for by a meager appropriation, 
speak volumes for better provisions in this, and 
emulation of the example in other States— 
W. M. B. 


Surgical Suggestions. 


Pulsating bone swellings are almost invariably 
sarcomata. 


Do not advise amputation for every case of bone 
sarcoma—the results of resection are about as good 
and not nearly so mutilating. 


The administration of thyroid extract in a case 
of delayed union after fracture will do no harm and 
may do good. 


The exhibition of the x-rays or the Finsen light 
seems to be the best treatment for post-operative 
keloids. 


Cicatricial stenosis of the uterus has been the 
result of too vigorous curettage and of the intra- 
uterine application of caustics. 


To avoid troublesome hemorrhage in operations 
for tuberculous glands of the neck first expose the 
internal jugular vein. 


An apparently superficial tumor of the chest wall 
may be an intrathoracic growth that has reached 
the surface; an +-ray picture is indicated in any 
such tumor before its attempted removal. 


By constipating the patient, a high-seated rectal 
carcinoma may be pushed down within reach of 
the examining finger in the rectum. A small enema 
may balloon such a tumor within reach of abdom- 
inal palpation. 

Preparatory to, and following, operations upon 
the brain or spinal cord hexamethylenamene 
(“urotropin”) should be administered in liberal 
doses; Crowe has shown that formaldehyde then 
appears in the cerebrospinal fluid, and thereby min- 
imizes the danger of infection. 
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Surgery; Its Principles and Practice. By Various Au- 

thors. Edited by Keen, M.D., 
Emeritus Professor of the Principles of Surgery and 
of Clinical Surgery, Jefferson Medical College, Phila- 
delphia, and Joun Cuatmers Da Costa, M.D., Pro- 
fessor of the Principles of Surgery and of Clinical 
Surgery, Jefferson Medical College, Philadelphia. 
Volume V. Octavo; 1,274 pages; 550 illustrations, 45 
of them in colors. Philadelphia and London: W. B. 
Saunvers ComMpPANy, 1909. Cloth. 

The fifth and last volume of Keen’s Surgery opens with 
a masterly chapter of 337 pages on Surgery of the Vas- 
cular System by Matas. This chapter is the most com- 
prehensive and at the same time critical résumé of the 
present status of vascular surgery with which we are ac- 
quainted, and it should serve as one of the main sources 
of reference to workers in this field for many years to 
come. That Matas should reveal a profound experience is 
self-understood, when one considers his important contri- 
butions to this field of surgery. In addition, however, the 
author is a reader of wide and cosmopolitan range and of 
critical acumen. In fact, we know of no important con- 
tribution to this subject to which the author does not re- 
fer. As instances of the more recent work, he mentions 
Weil's injection of alien serum for hemophilia (1906), 
Lilienthal’s femoral arterio-venous suture for gangrene 
(1907), and Buerger’s studies on “thrombo-angeitis oblit- 
erans” (1908). Needless to say, Carrel’s and Stich’s 
method of vessel suture are given much space, also the 
author’s well-known method of arterial suture for an- 
eurism. As a final verdict, it is not too much to say that 
this chapter is a model of its kind. 

The succeeding chapter of 235 pages on Surgery of the 
Female Genito-Urinary Organs, by E. E. Montgomery, 
John M. Fisher and P. Brooke Bland, is written in the 
conventional text-book style, and in consequence appears 
exceedingly elementary. The author’s range of reading 
appears exceedingly limited, and their appended bibliog- 
raphy is practically worthless. Surgical Technique, by 
Gibbon, comprises asepsis, the preparation of surgical ma- 
terial, transfusion and the proper conduct of an operation. 
In describing the methods of preparing catgut, the author 
does not mention the methods of Moschcowitz and Els- 
berg. The section on blood transfusion is disappointing. 
This important subject is dismissed in three pages, which 
are not even utilized to the best advantage. The informa- 
tion is almost entirely of second-hand character and it is 
manifest that the author has had little experience with 
this procedure. 

Chapters on Ligation of Arteries in Continuity and Ani- 
putations by Brickham contain all the desired informa- 
tion, but the author’s minute systemization of the text 
gives these chapters a cut and dried character. We believe 
the author should have expatiated more largely upon the 
subject of artificial limbs. The sections on Operations on 
the Bones and Joints by Warbasse, Plastic and Recon- 
structive Surgery by Roberts, and Surgery of Accidents 
by Estes are satisfactory. 

The chapter on the Surgery of the Thyroid Bodies by 
Charles Mayo is very comprehensive. Mayo outlines the 
more recent histological studies, elucidates the relation of 
these glands to tetany, mentions the relation of calcium 
metabolism to tetany, as shown by MacCollum and Voegt- 
lin, and the work of Payr and Pool on the transplantation 
of these organs. His bibliography is excellent. Charles 
H. Frazier devotes 35 pages to the /mtracranial Surgery 
of the 5th and 8th Nervcs. He describes the various meth- 
ods of attack upon the trigeminal nerves and is a firm ad- 
vocate of resection of the sensory root. The large space 
of 13 pages is devoted to the surgery of the 8th nerves is 
entirely out of proportion to the importance of the sub- 
ject. 

In the chapter on General Anesthesia and Anesthetics 
by H. A. Hare we miss any mention of rectal anesthesia. 
The chapter on Local Anesthesia by the lamented Len- 


nander is fully worthy of the author’s reputation in this 
field. His studies of the sensitiveness of various parts of 
the body are well known and are included in this chapter. 
The editor (W. W. Keen) has appended at the end of this 
chapter a ay’ of Venous Anesthesia recently intro- 
duced by Bier. Owing to the death of Lennander, the 
section on Spinal Anesthesia has been written by his as- 
sistant, Zachrisson, who is familiar with his work. The 
author outlines the limitations of this method of anes- 
thesia and is conservative in his recommendations. Sur- 
gery of the Infectious Diseases by G. E. Armstrong is a 
welcome novelty and it is ably set forth. The largest part 
of the chapter is devoted to typhoid fever. The chapter 
on The Use of the x-Ray and Radium in Surgery by Cod- 
man is somewhat short, but covers the ground fairly well, 
We believe more space should have been given to the 
therapeutic utility of radium. The Legal Relations. of the 
Surgeon are discussed by H. L. Carson, and The Surgical 
Organization of the Hospital by Ochsner. In the chapter 
on the Laboratory as an Aid to Surgical Technique and 
Surgical Diagnosis by Coplin, we believe the author is un-. 
necessarily severe on the value of frozen sections in diag- 
nosis, The excellent method of Wilson is not described. 
We are surprised to note that there is no general index 
for the entire series of five volumes. This absence de- 
tracts appreciably from the value of the system as a work 
of reference. The illustrations and get-up of the book are 
of the high order of excellence of the previous volumes, 


The Stereo-Clinic. By Dr. Howarn A. Ketty, Baltimore. 
Troy, N. Y.: THe SoutHwortH Co. 

Professor Kelly’s “Operative Gynecology,” published in 
1897, marked a distinct advance in medical illustrating. 
What Kelly then, and since then, accomplished in illus- 
trating through such artists as Brédel, Horn, Ruth Hunt- 
ington and Becker is too familiar to need comment. It 
stands as one of the records of his manifold energies and 
serves, in itself, to command our respectful attention to 
this, his latest effort in surgical publications—the Stereo- 
Clinic. 

Flat illustrations cannot always give a complete notion 
of depth-relations; they fail to show structures in the 
same relief as seen at the operation itself. It is to sup- 
ply this relief that stereograms are employed. They are 
intended to furnish a clinic at home to him who has not 
had the opportunity to witness the operation as per- 
formed by its best exponent and to serve as a permanent 
record or reminder to him who may have seen the op- 
eration and failed to note or remember some of its tech- 
nics. As Kelly says: “In some respects, paradoxical and 
heretical as the statement may sound, an ideal stereo- 
gram is really better than a regular clinic. In order to 
command the interest and hold the attention of the ob- 
server, the stereoscopic picture must be so taken as to 
place each observer who views it in a position of maximum 
advantage for seeing what the surgeon is doing. Such a 
stereogram, I think, often gives the observer an even 
greater advantage than that enjoyed by the first assistant 
at most abdominal operations, it being a matter of fact 
that the surgeon’s aid is often not quite sure just what 
the operator is doing, still less can he view all the de- 
tails. A stereogram offers in addition the advantage of 
a prolonged and deliberate study of any given step in an 
operation, an advantage which no operator can often 
afford his visitors upon the living patient.” _ 

To be sure, no mere picture, or series of pictures, even 
in stereoscopic relief and supplemented by printed de- 
scription, can quite take the place of personal contact with 
the master surgeon at work. And we should rather re- 
gard the sections of the “Stereo-Clinic” as supplements 
to, and memoranda of, visits to surgical clinics, than as 
equivalents therefor. 

Those who have had experience with printing and 
mounting stereo-photographs will appreciate the mechan- 
ical difficulties in the publication of these stereograms; 
and they may, perhaps, conceive of the still greater diffi- 
culties in making the photographs themselves. The study 
of a few pictures in this “Stereo-Clinic,” showin , for 
example, operations within the pelvic or abdominal cavi- 
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ties, demonstrates at once that Kelly has overcome the 
obstacles that stood in the way of producing what others 
have conceived of and failed to effect—satisfactory suc- 
cessive stereograms of operations in actual progress. His 
success is attributed to painstaking study of the mechan- 
ical details and personal supervision of all the exposures. 

The Stereo-Clinic is not limited in its scope. It aims 
to include, eventually, the work of great surgeons through- 
out the world. Its production, therefore, will probably be 
continuous, a growing library of operative surgery and 
surgical pathology, from which purchasers may select ac- 
cording to their wants. Arrangements have thus far been 
made to reproduce operations by the Mayos & Judd, of 
Rochester, Minn.; of Murphy, Ochsner, Bevan, Beck, Fer- 
guson, Andrews, McArthur and others, in Chicago; of 
Kelly, Halstead, Finney, Young, Cushing, Dobbin, Earle 
and Cullen, in Baltimore; of Bodine, in New York; of 
Crile, in Cleveland, and of Mitchell, in Washington. 

To date, nine sections have appeared: Section 1 (con- 
taining 46 stereos) deals with gynecological examinations 
and topical treatments, introduction of pessaries, and vul- 
var lesions, by Kelly; Section 2 (41 stereos), cystoscopy 
and ureter-catheterization, by Kelly; Section 3 (42 ste- 
reos), various gynecological operations, by Kelly, Dobbin 
and Cullen; Section 4 (41 stereos), abdominal hysterec- 
tomy, by Kelly; Section 5 (41 stereos), bisection for re- 
moval of a large dermoid cyst, by Kelly; Section 6 (49 
stereos), the released vaginal outlet, by Kelly; Section 7 


(44 stereos), Gilliam’s suspension of the uterus, record-: 


ing abdominal tumors, and curettage, by Kelly; Section 8 
(47 stereos), inguinal herniotomy under local analgesia, 
by Bodine; Section 9 (39 stereos), appendicectomy, by 
Kelly, and operation for hemorrhoids, by Earle. 

Each section (whether consisting of one or more oper- 
ations) is divided into two parts, which are bound be- 
tween stiff cloth covers and held together by rings. The 
plan is similar to that of the loose leaf ledger and is thus 
capable of expansion, so that whenever new material is 
prepared, it can be readily inserted. The prints are mount- 
ed on a stiff Strathmore Japan paper, and it is noteworthy 
that there is no tendency to curl or to tear. Above the 
prints runs the descriptive matter, in clear bold type; and 
various sketches and drawings are also incorporated where 
needed. The publishers supply an electrically lighted ste- 
reoscope stand for holding and studying the sections. 

To this statement of the purpose, the value and the lit- 
erary and mechanical make-up of the Stereo-Clinic we 
must add two criticisms: First, the stand is clumsy in 
construction and mechanically weak. Second, although 
the photographs are admirable and well mounted, and the 
relief effect is all that it should be, the structures appear 
cadaveric or, more accurately, as though of clay—they 
fail to give the impression of living tissue. 


Manual of Operative Surgery. By Joun Farrsairn 
Binniz, A.M., C.M. (Aberdeen), Professor of Sur- 
gery, Kansas State University, Kansas City; Fellow 
of the American Surgical Association; Membre de la 
Société Internationale de Chirurgie. In two duo- 
decimo volumes. Vol. I: Operations on the Head, 
Neck, Nerves, Trunk, Genito-Urinary System; 832 
pages; 713 illustrations; price $3.00. Vol. II: Vascular 
System, Bones and Joints, Amputations; 553 pages; 
550 illustrations; price $3.50. Fourth Edition, Revised 
and Enlarged. Philadelphia: P. Biaxiston’s Son & 
Co., 1909-1910. Flexible leather binding. 

In this, the fourth edition of Binnie’s admirable manual, 
every effort has been made to bring it entirely up to date. It 
is to be seen, for example, in the chapters dealing with vas- 
cular surgery, occupying 62 pages of the text. Through- 
out the work the author deals in the greatest detail with 
the uncommon and the technically difficult operations, de- 
voting much less space to the typical and classical oper- 
ative procedures. By the treatment of the subject, he has 
placed in our hands an operative manual that is of great 
Practical value for the surgeon who is to operate upon 
an atypical case. 

We have but one criticism to offer, and that is the un- 
duly large amount of space that has been devoted to the 


chapter dealing with congenital dislocation of the hip. It 
is a very well written chapter, but the anatomical, patho- 
logical and symptomatological considerations are out of 
place in an operative manual that does not deal with these 
considerations in any other part of the work. 

The lucid and concise style is to be particularly com- 
mended; the illustrations, and especially the x-ray photo- 
graphs, are works of art; the print is good and clear; 
and the publishers deserve praise for the finish they have 
given to the book. 


W. B. Saunpvers Company, medical publishers, have 
issued the thirteenth edition of their Illustrated Cata- 
logue. It contains some twenty new books and new edi- 
tions. Copies on request. ( Philadelphia.) 


Practical Handbook of Medical Electricity for Stu- 
dents and Practitioners. By Hersert MclIntosu, 
A.M., M.D., Fellow of the Massachusetts Medical 

' Society; Fellow of the New England Association for 

Physical Therapeutics; Member of the American 
Electro-Therapeutic Association. Octavo; 510 pages; 
200 illustrations. Boston, Mass.: THEerapeutic Pus- 
LISHING COMPANY, 1909. 

The title of this book hardly indicates the wide scope 
the author has given it. In some 500 pages, the subject 
is discussed with great thoroughness. Leaving aside theo- 
retical considerations for the most part, McIntosh takes 
up the questions of physics, physiology and the various 
kinds of apparatus, in the first half of the book. The 
physiological effects of direct induced, sinusoidal currents, 
of static electricity, of the #-rays, of radium, and of light 
are most carefully (and conservatively) described in so 
clear a manner that one unacquanted with the intricacies 
of the subject can readily follow the author. 

In the second part of the book the therapeutic applica- 
tion of electricity is taken up. This is done ina systematic 
way of great value to the practicing physician. The author 
does not present a form of electrical treatment and in- 
dicate the diseases for which it may be employed, but 
deals with the diseases and points out the various types 
of electrical therapy that may be used in their treatment. 
If, for example, we are interested in the electrical treat- 
ment of constipation, we look up that chapter and find 
the description of the application of the direct current, 
the static current, mechanical vibratory stimulation, etc., 
with the consideration of the advantages and disadvan- 
tages of each, such a method, of course, entails frequent 
repetition, but this is not a drawback since the work is’ a 
reference handbook. 

We must take exception to the “diagnostic hints” scat- 
tered throughout the book. They are incomplete and ap- 
pear to us to be quite out of place in a treatise on elec- 
trical therapeutics. The volume is well illustrated with 
clear cuts and photographs, but it is not entirely free from 
typographical errors. 


Pye’s Surgical Handicraft. A Manual of Surgical 
Manipulations, Minor Surgery and Other Matters 
connected with the Work of the House Surgeons and 
Surgical Dressers. Fifth Edition, revised and largely 
rewritten by W. H. Crayton-Greene, B.A., B. 
(Cantab), F.R.C.S. (Eng.), Surgeon-in-Charge of Out- 
Patients, St. Mary’s Hospital; Lecturer on Anatomy 
in the Medical School. Duodecimo; 592 pages; 343 
illustrations. New York: E. B. Treat & Co., 1909. 
Price, $4.00. 

Pye designed “to present this work to men apprenticed 
to skilled labor, in which excellence can only be attained 
by the acquisition of manual skill or handicraft,” and he 
filled it with just those details of surgical methods and 
procedures that the hospital novitiate must acquire. 

In preparing this editon Clayton-Greene has introduced 
much new matter and modernized much of the old text. 

The book has been kept within handy size, and much 
description is saved by the numerous line drawings and 
half-tones. While essentially British, the book will never- 
theless be useful to American hospital internes. 
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Progress in Surgery. 
A Résumé of Recent Literature. 


Painless and Bloodless Tonsillectomy With Descrip- 
tive Technic. Otiver Typincs. Journal of Ophthal- 
mology and Oto-Laryngology, December, 1909. 

The author first applies 20 per cent. cocain in I-I000 
adrenalin to both tonsils. Then he injects a solution made 
up of about one-fifth of one per cent. cocain to which 
adrenalin is added (twenty minims to the drachm) in the 
following places: 20 minims in the supratonsillar fossa; 
10 minims between the anterior pillar and the tonsil, be- 
tween the posterior pillar and tonsil and at the base of 
the tonsil. The patient holds down his own tongue with 
a Pynchon tongue depressor. The tonsil is drawn toward 
the median line with forceps and then freed on all sides 
with a knife. The tonsil is then severed with the author’s 
snare, which has a pistol handle. It is necessary to thread 
this snare only once for both tonsils as the wire is readily 
forced back. Tannate of gylcerin is applied to both cavi- 
ties after removal and the patient is’ told: to gargle the 
throat with fifteen minims of carbolic acid to eight ounces 
of water frequently for the first twenty-four hours, and 
then this alternated with peroxid of hydrogen. The oper- 
ative technic is the same under general anesthesia. 

A Modified Mikulicz Operation; Whereby the Entire 
Lower Turbinate is Saved in Intranasal Operations 
on the Antrum of Highmore; With Presentation of 
a Patient. GreenFietp Stuper. The Laryngoscope, 
December, 1909. 

The procedure consists (1) in cutting the lower turbinate 
from the lateral wall, as far back as its posterior fourth or 
fifth, by means of scissors. The detached part is then 
pushed well upward while the operator removes the lateral 
wall of the lower meatus. The detached part of the lower 
turbinate is then pushed down into the lower meatus, while 
he removes as much of the lateral wall of the middle 
meatus as he wishes. In this manner it is possible to 
remove the entire inner wall of the antrum as far forward 
as the nasal process of the maxilla. There will still remain 
the ridge on the nasal process for the reattachment of the 
lower turbinate, which is now replaced in its original posi- 
tion. The replaced turbinate in no wise interferes with the 
drainage and does away with subsequent drying which is 
very liable to occur if the inferior turbinate is removed 
or in cases where the middle turbinate has previously been 
removed. 

Voluntary Aspiration of a Foreign Body Into the 
Bronchi; Removal by Bronchoscope. CHEVALIER 
Jackson. The Laryngoscope, December, 19009. 

Two tacks were removed by bronchoscopy. Four months 
later the patient returned with the same symptoms, stating 
that she had coughed up some bright new tacks. The 
radiograph taken at that time showed tacks in the bronchi 
and four in the abdomen, proving that the patient had 
swallowed them voluntarily and, by a deep inspiration at 
the time of swallowing, was able to aspirate a few into 
the lungs. Under direct bronchoscopy one tack was re- 
moved from the posterior branch of the right middle lobe 
bronchus, and a second tack from the posterior branch of 
the left inferior lobe bronchus. 

The Surgical Treatment of Tuberculous Ulcers of the 
Nasal Septum. Proressor A. Cuopt. Medical Press, 
January 5, rgro. 

The nose, especially the nasal septum, is exposed to in- 
fection through the air to tubercle bacilli. Solutions of 
continuity of the mucous surface, caused by the scratching 
finger in picking the nose, favor primary infection by the 
tubercle bacillus. Tuberculosis of the nasal septum is com- 
mon enough at all periods of life, at the site of predeliction, 
at the cartilaginous part of the septum, but is less frequent 
during the first ten years of life. Tuberculosis occurs on 
other parts of the nasal mucous membrane also, over the 
turbinated bones, more rarely, in the accessory nasal cavi- 
ties, and in the bones. 

In treatment cauterization alone is used or the granula- 
tions may be removed—tuberculomata with the snare, with 
the sharp spoon, and curettage may be combined with the 
cautery. Along with cauterization with lactic acid, the hot 


air cautery may be employed. In spite of this treatment, 
relapses are frequent. Sometimes it is necessary to use 
more radical measures. Two methods have been employed, 
First, endonasal resection of the diseased part of the nasal 
septum, and second, resection of the nasal septum after 
vertical division of the nose. The latter procedure has 
often brought to light disease that was previously hidden, 
The possibility of completely clearing out all tuberculous 
disease in primary affections of the nose is very much in 
favor of radical treatment. 


Endocranial Complications of Nasal Origin. Wo rr 
FREUDENTHAL. The Laryngoscope, January, 1909. 

Endocranial complications arise from infection in three 
ways: I, by way of the lymphatics; 2, through the small 
veins of the mucosa, and 3, through defects of the bone. 
Several veins from the frontal sinus run directly into the 
meningeal veins, while others communicate with the eth- 
moidal veins. The former penetrate directly the internal 
table of the frontal bone, the others anastomose freely 
with the veins of the dura and the superior longitudinal 
sinus. 

The author cites four very interesting operative cases. 
The first case was one of acute frontal sinusitis, with dif- 
fuse abscess of the frontal lobe. The patient was operated 
upon after the disease had progressed extensively. An 
abscess of the frontal lobe was opened and drained, but 
the patient died four days after operation. Case two was 
one of frontal sinusitis of grippal origin with extradural 
abscess and abscess of the frontal lobe. The patient re- 
covered. Case three was one of acute empyema of the 
sphenoidal sinus affecting the other accessory cavities 
with abscess of the temporal lobe. The patient died. Case 
four also had infections of the frontal and sphenoidal 
sinuses with a metastatic (?) abscess in various parts of 
the brain. Although no autopsy was allowed, there was 
every evidence of pus in the brain substance such as tem- 
perature, unconsciousness, choked disc, etc. 

Three cases of supposed post-operative infection are 
also considered. In the first case a chronic leptomenin- 
gitis had developed, the second developed an interlobar 
empyema. A third case developed an angioneurotic edema. 
The author concludes that although in his first series of 
four cases only one had been saved, the result ought to be 
considered as rather encouraging. First, because we have 
a right to be satisfied even if we save only a single one 
of these cases that formerly were all lost; secondly, be- 
cause two of the remaining three cases were operated 
on at a period so late (one was almost in extremis) that 
very little could be expected. Surely our larger experi- 
ence will, it is to be hoped, give us better results in the not 
too distant future. 


Amputation of the Epiglottis in Laryngeal Tubercu- 
losis. Lorenzo B. KARD. Annales of Otology, 
Rhinology and Laryngology, December, 1909. 

The indications for this operation are: i. It is impera- 
tively demanded in every case of involvement accompa- 
nied by severe dysphagia, regardless of the state of the 
lungs. 2. Immediate removal is indicated even when dys 
phagia has not supervened, provided the lesion is exten- 
sive and there is still hope of arresting the pulmonic dis- 
ease. 3. Any lesion that resists treatment should be ex- 
cised. 4. If the condition of the epiglottis is such as to 
hinder correct treatment of underlying lesions, it may be 
removed to render these parts more accessible. 

The methods employed for amputation are unimpor- 
tant, provided they permit of complete excision and leave 
a smooth stump. The three methods of operating advo- 
cated are the galvano-cautery snare, the cutting forceps 
and the cold wire snare. The first procedure is usually 
followed by hemorrhage and severe reaction, the second 
method often leaves some part uncut, the third method 
is more or less painless and accomplishes its purpose. 

Anesthetization is complete with applications of 20 per 
cent. cocain. Very little bleeding occurs. In nearly all 
cases the organ should be removed as near the base as 
possible. 

The after-treatment consists of liquid diet for a few 
days, the saturation of the atmosphere of the room wi! 
steam impregnated with non-irritating vapors and, un 
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healing is complete, the controlling of the cough with seda- 
tives and expectorants. The larynx is cleansed several 
times a day by a one-half per cent. formalin solution, fol- 
lowed by a daily application of 20 per cent. argyrol and, 
if pain persists, orthoform emulsion is injected. Imme- 
diately after the operation, as soon as bleeding has stopped, 
the stump is thoroughly rubbed with lactic acid. 


Esophageal Stenosis of Diphtheritic Origin (Sur les 
Sténoses Ovcsophagiennes d’Origine Diphtéritique). 
DANIELSEN. Annales de Médicine et Chirurgie Infan- 
tiles, November 15, 1900. 

The author adds a third case to the two recorded in the 
literature. The patient was a child who had had diphtheria 
the previous year. Soon after, she began to regurgitate all 
fluid nourishment. The writer found that a sound was 
stopped 30 (?) centimeters from the teeth. X-ray examina- 
tion, combined with bismuth emulsion, demonstrated ‘sev- 
eral strictures at different levels. Esophagoscopy con- 


firmed the diagnosis. Treatment with bougies and injec- 


tions of thiosinanine was successful in relieving the 

stenosis. 

Pus Tubes in the Male. Surgical and Vaccine Treat- 
ment. BELFIELD, Chicago. Journal of the 
American Medical Association, December 25, 19009. 

Belfield says that these conditions in the male are gen- 
erally unrecognized, and he defends the use of the name 
he had given them by describing the clinical anatomy, 
showing the analogies with other tubal suppurations. He 
describes the vesical and rectal tenesmus, the abdominal 
pain simulating appendicitis, the toxemia causing the neu- 
rasthenic symptoms, and the impotence and sterility which 
are the results. The surgical treatment of these condi- 
tions and its advantage over the medical treatment are 
pointed out. He has operated for draining and medicating 
the vas ampulla, and vesicle 149 times in 107 patients by 
vasotomy, usually in the office under cocain anesthesia and 
often without assistance, relieving pus tension and offering 
opportunities for direct medication, also protecting the 
epididymis from infection, or if infected from pressure 
infection, as free drainage is afforded through the vas in- 

cision. In the technic of vasotomy three features are im- 

portant: (1) Fixation of the vas, which otherwise may 

drop into the scrotum; (2) raising the vas through the 
skin cut for accurate manipulation; (3) exploration of vas 
for obstruction by sounding with a silkworm thread. When 
tesection is performed a silkworm or catgut thread is 
passed into the lumen and -out through the wall of each 
cut end and the ends tied above the skin, the thread serving 
as an axis splint securing exact apposition of the cut end. 
This method of anastomosis, devised by Mayo, should, he 
thinks, supersede all others. His experience has taught 
him the value of accurate vaccine therapy, especially with 
autogenous vaccine, as a constitutional aid to the local 
treatment. He summarizes: “1. Pus infection of the semi- 
nal tract plus occlusion of the ejaculatory duct soon con- 
verts vesicle, vas and finally epididymis into a closed ab- 
scess. 2. Vasotomy is the simplest and least objectionable 
means of evacuating pus, relieving tension and medicating 
vas and vesicle. 3. Among the effects of these infections 
on the urinary organs are bladder irritation and obstruc- 

tion of the ureter with consequent kidney lesions. 4. Im- 

potence, sterility and sexual neuroses in the male are fre- 

quent results of pus infections of the seminal tract and 
amenable to appropriate treatment thereof. 5. Vaccine 
therapy, accurately applied, is the most valuable internal 

_— against the infections which produce pus tubes in 

e male, 


The Operation of Epididymo-Vasostomy for the Relief 
of Sterility. Epwarp Martin. The Therapeutic 
Gazette, December 15, 1909. 

The operation of epididymo-vasostomy for the relief of 
Sterility due to obstruction of the spermatozoa lodged in 
the tail of the epididymis was first tried on dogs. After 
recovery, these dogs exhibited spermatozoa in their ejacu- 
lations. In rgo1, the operation was first performed on a 
human being, apparently with success, since the patient’s 
wife gave birth to a child 281 days after coitus. In the 
Cases presenting themselves for operation, congenital ab- 


sence of the vas was noted twice. In six of the operated 
cases there was a reappearance of spermatozoa after the 
operation, and the wives of three of these who were before 
sterile, became pregnant. 

The technic of the operation is extremely simple, re- 
quiring for its performance knives, forceps, scissors and 
needles customarily used by the ophthalmologists. Lateral 
anastomosis was performed in most instances, but in some 
cases the vas was «cut off, its end split and the split end 
sewn into the epididymis. Before making the anastomosis 
the milky fluid exuding from the epididymis is examined 


for spermatozoa, and if these are not found, section is 


made near the testicle. In one instance followed by a 

complete success this section was made in the region of the 

rete testis. By applying an elastic jock strap after the 

operation, the patient can go about immediately after 

recovery from the ether. 

The Demonstration of Spirochaete Pallida With India 
Ink (Ueber den Nachweis der Spirochete pallida mit- 
tels des Tuscheverfahrens). R. Frouwatp, Leipzig. 


7, 1909. 

The two best known methods for demonstrating spiro- 
chaete pallida are by means of the Giemsa stain and the 
“Dunkelfeld” apparatus. Both are technically complicated 
and lengthy. The following is a simple and easily exe- 
cuted method. Obtain a drop of serum from the suspected 
lesion by removing the epidermis with a scalpel and scrap- 
ing lightly until a clear, hardly blood stained drop of 
serum exudes. Mix a loopful of the serum intimately 
with one drop of fluid india ink (Guenther and Wagner’s 
fluid india ink [Tusche]}) and spreak the mixture thinly 
and evenly over a slide similar to the method used in 
making blood spreads. Allow the spread to dry. Exam- 
ine with the oil immersion lens. Spirochzte and bacteria 
appear as clear white upon a yellow brown background. 


Flexion of the Pelvis in the Trendelenburg Position. 
Emmet Rixrorp, San Francisco. Surgery, Gynecology 
and Obstetrics, February, I9to. 

For the last three years Rixford has used a table which 
conveniently provides for flexion of the pelvis when the 
patient is in the dorsal position or in the Trendelenburg 
position, and finds the relief given by a few deégrees of 
flexion of the pelvis most comfortable; the anterior abdom- 
inal wall is relaxed; the abdominal muscles no longer en- 
gage in forced expiration; there is less difficulty in the 
use of retractors; the intestines have little tendency to 
prolapse, therefore interfering little with the field of oper- 
ation, all of which greatly facilitates the general conduct 
of the operation, makes a very distinct saving of time 
during which the patient is under the anesthetic, and very 
definitely lessens the trauma of the intestines. The respi- 
ration is more quiet, causing far less fatigue to the patient. 


A Note on Post-Partum Hemorrhage. With Two Quick 
Ways of Meeting It. D. H. Srewart, New York. 
Am. Journ. of Obstetrics, January, 1910. 

Stewart considers a hemorrhage alarming if 1,000 ccm. 
of blood are lost. Prophylactically he allows 45 minutes 
to elapse before expressing the placenta. Cupping the 
breast favors clonic contractions of the uterus. In severe 
cases of bleeding an ounce of vinegar by mouth is effec- 
tual, or if this fails an hypodermatic injection of the same 
into the uterine wall (through the abdominal wall) is 
efficient [?] Immediately after labor hemorrhage may be 
checked by dipping a gauze sponge into chloroform and 
introducing it for a few seconds into the fundus of the 
uterus. 

A Case of a Left Inguinal Hernia Containing the 
Cecum and Appendix. Tu. O. RosEenserc, Chirur- 
gia (Russian). Vol. XXVI, No. 153. 

Rosenberg describes this extremely rare condition in a 
man 27 years of age. The hernia appeared when the patient 
was only a few weeks old. It became very large, measur- 
ing 15 by 8 centimeters. The hernial ring was about 3 
cm. in diameter. At the operation the appendix was found 
to be 13.5 cm. long, hard, infected. An herniotomy and 
appendicectomy were performed. The appendix contained 
a small stone and a few live oxyuris. 
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Skin Sterilization by Tincture of Iodine. I. S. Stone. 
The Southern Medical Journal, January, 1910. 

The author agrees with Grossich and Walther that tinc- 
turn of iodine is the best skin disinfectant now known. 
Both these authors had performed experiments which 
clearly demonstrated that iodine has the power of pene- 
trating deeply into the layers of skin. The spaces between 
these layers are occupied by the various forms of bac- 
teria, fat, sweat, etc. The inter- and intra-cellular capil- 
lary and lymph spaces all communicate with these layers of 
epithelium, and it is conclusively shown that iodine pene- 
trates into all of these various clefts and openings of the 
skin. The alcohol of the tincture dissolves the fat, while 
iodine has a special penetrative quality of its own and 
forms a chemical combination with the fatty acids of the 
skin, which combination is quickly absorbed. The author 
believes that the soap and water cleansing is wrong in 
principle, as the intra-cellular spaces are filled with the 
soap solution, which prevents the action of the alcohol. 
After the operation is completed a final application is made 
over the closed wound before applying the sterile dressing. 
A Case of Hematoma of the Abdominal Wall Simu- 

lating a Desmoid Tumor. S. Wiener, New York. 
Am. Journ. of Obstetrics, January, 1910. 

A woman 42 years of age, six weeks before examination, 
fell down, striking on her back. Ever since then she 
had vague pains on the right side of the abdomen. For 
several days she had noted a swelling in this region. 
Wiener found a tumor reaching from the umbilicus to 
Poupart’s ligament. The mass was firm, inelastic and not 
tender. It appeared to lie in the deeper layers of the ab- 
dominal wall. At operation the mass was found between 
the vectus muscle and its posterior sheath, consisting of a 
cavity with tarry blood and walled in by adhesions and 
muscle. The wound promptly healed with drainage. Eti- 
ologically the fall had produced a sudden overstretching of 
the rectus muscle and its posterior sheath, consisting of a 
ports four cases from the literature, the condition being 
very uncommon. Mistakes in the diagnosis are apt to 
occur. 

Premature Menopause. M. M. Starx, New York. Sur- 
gery, Gynecology and Obstetrics, January, 1910. 

A study of statistics shows that in the majority of 
women menopause occurs between the ages of 45 and 50; 
next most frequently, between 40 and 45. When meno- 
pause, therefore, occurs before the thirtieth year, it may 
be regarded as premature. The author found 11 such 
cases in over 3,000 women. In addition, he has collected 
48 cases from the literature. The cessation of menstruation 
in these cases is accompanied by the local pathological 
changes characteristic of the menopause. Various causes 
have been ascribed by authors for this premature onset, 
such as frequently recurring pregnancies, inflammatory 
processes, psychic disturbances, tuberculosis, diabetes, her- 
edity, etc., but in none of the author’s 11 cases was any 
definite etiology determinable. 

An Experimental and Clinical Research Into Nitrous 
Oxide vs. Ether Anesthesia. An Abbreviated Re- 
port. Grorce W. Crite, The Southern Medical Jour- 
nal, January, 

Animals in parallel series were subjected to shock-pro- 
ducing experiments of varying severity and the results 
obtained were studied by means of observations on the 
pathological physiology recorded on a smoked drum and 
by histological study of the central nervous system. Al- 
though nitrous oxide anesthesia has to be more carefully 
watched as its fatal effect is more rapid, it was strikingly 
evident that animals under nitrous oxide narcosis resisted 
shock producing trauma far better than did the other ani- 
mals. Also in animals reduced by infections, hemorrhage 
or hyperthyroidism, the nitrous oxide showed a marked 
advantage over ether. The change in the ganglion cells 
of the central nervous system from the cortex to the cord 
shows a distinct difference between the cells in the ether 
and nitrous oxide animals. There is much less change in 
the former. The principal phenomena of nitrous oxide 
anthesia are the state of the circulation, of the respiration 
and of the muscular system. In overdose, all the blood 
assumes a venous color, the heart is slowed and the blood 


pressure rises, and if excessive the heart is suddenly ar- 
rested in overdilatation. The heart is the key to the 
used in 575 major operations. Nausea was observed in I> 
per cent. of the cases under gas, in 42 per cent. under 
ether. Under gas there is unmistakably a diminution in 
surgical shock. Based upon experimental and clinical ob- 
servations the author summarizes as follows: 

Nitrous oxide as compared with ether general anesthetic 
is technically difficult and expensive. It has certain dan- 
gers, which are almost wholly in the control of the skilled 
anesthetist; it is not the anesthetic of choice for the un- 
initiated, but only for the highly trained anesthetist. Prop- 
erly supplemented and skillfully given, it may be used as 
a routine ancsthetic in general surgery. Once the operation 
is over, the patient is strikingly better off than after ether 
anesthesia. The role of shock and infection is far less 
in nitrous oxide than in ether anesthesia, and accumulating 


* evidence seems to show that there is a distinct diminution 


in post-operative neurasthenia. 


Myositis Ossificans Traumatica. J. M. I. Fryney,. 


The Southern Medical Journal, January, 1910. 

The exciting cause is usually a severe trauma, such as 
a kick by a horse. Nearly one-half of the cases are ob- 
served in the front of the thigh, involving the quadriceps 
extensor muscle. The next most common site is in the 


muscles of the arm. 


The symptomatology is, as a rule, quite characteristic. 
Following a severe trauma there may be noticed the usual 
clinical phenomena, namely, localized swelling, tenderness, 
ecchymosis and disturbance of function. These symptoms, 
however, are not usually present to an exaggerated degree, 
The patient is not often laid up immediately, but may con- 
tinue his usual occupation for some days following. Soon, 
however, pain on motion, and more or less serious disturb- 
ance of function, make their appearance. The objective 
symptoms are at this time those of an ordinary subcutane- 
ous contusion, and fractures and exfoliations of bone van 
in most cases be excluded. The swelling which at first is 
of only moderate consistency, with the occasional observ- 
ance of localized fluctuation, gradually becomes harder, 
as the disability increases. Both active and passive motion 
of the neighboring joints become limited, but rarely, if ever, 
entirely arrested. Perhaps the most characteristic symp- 
tom at this stage is the pain produced by forced flexion and 
extension. The tumor itself is somewhat irregular in out- 
line, but on the whole rather fusiform. It may apparently 
be movable, but is usually firmly adherent to the underlying 
bone. Tenderness as a rule is not pronounced. Any sud- 
den strain or jar produces great pain. At first the swell- 
ing increases slowly, after which it remains stationary of 
subsides. Rather characteristic dull, aching pain is de- 
scribed by most patients, which is rather sharply referred 
to the region of the injury, but it may involve the whole 
extremity. 

The ultimate prognosis is good. So far as the indi- 
vidual operation is concerned it depends largely upon the 
stage in which it is performed. There is always the tend- 
ency to recur in those cases operated upon early during 
the period of activity of the osteoid tissue. Later cases 
do not tend to recur, especially if the growth of bone has 
ceased. There are two principal theories as to pathology— 
that the tumor forms from a portion of the torn periostum 
or else that the muscular tissue forms into osseous tissue. 

As prophylactic measures, aspiration and pressure are of 
somewhat doubtful efficacy, although highly recommended. 
Early incision with the evacuation of effused blood, the 
thorough removal of small fragments and spicule of bone, 
with drainage of the affected area may prevent the forma 
tion of the trouble, but of this one bron gag be sure. 
Massage in the early stages is contraindicated. 

Clinical Report of Enlarged Tonsils—Resume of Eight 
Hundred and Fifty Operations. J. J. RicHARnsoN. 
The Virginia Medical Semi-Monthly, December 24 
1910. 

Clinically, we meet with different varieties of hyper- 
trophy. There are the hard or scirrhous forms, in which 
the connective tissue of the gland is enormously increas 
They are very firm to the touch and appear as ovo! or 
round projecting bodies in the fauces. As a rule they are 
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localized or compact, but may be elongated and present a 
smooth or corrugated surface; others present a divided ap- 
pearance and consist of distinct capsulated lobes which have 
been designated supernumerary tonsils. Cases have been 
met with where the glands were divided into distinct 
masses requiring separate removal. There is a soft or 
adenoid variety met with in which there is an entirely differ- 
ent pathologic change from the condition in the scirrhous 
form. Little or no increase in the stroma will be found. 
The crypts are patulous and more or less filled with foul- 
smelling, cheesy secretion. A third variety occurring is 
the so-called ragged tonsil, the result of frequent abscesses 
and where they have caused a sloughing away of a portion 
of the glandular masses. 

The voice will be thick and the patient will speak in- 
distinctly. It will have a so-called nasal twang and will 
be lacking in resonance. The catarrhal inflammation pres- 
ent on account of the chronic hypertrophy has a deleterious 
influence on the laryngeal mucous membranes, the tonsils 
themselves very frequently become the seat of acute mor- 
bid processes owing to the unphysiologic breathing. This 
exerts a direct influence on the nose, causing a symmetry, 
distortion and impaired function. Deformities of the bony 
structures of the nose so frequently met with are undoubt- 
edly often the result of enlarged tonsils in early life inter- 
fering with nasal breathing. Incessant coughing may be 
due to reflex irritation from the tonsil in children and 
young adults. The cough has certain characteristics. It 
is usually abrupt, spasmodic, violent and sometimes agon- 
izing. There is an absence of expectoration and an im- 
portant diagnostic factor to bear in mind is that it can be 
excited by titillation and allayed temporarily by the appli- 
cation of a local anesthetic. The author advocates tonsil- 
lectomy in adults and tonsillotomy in children. 

Surgical Cure of Cancer of the Gastro-Intestinal Canal. 
WitttaAm J. Mayo. Kentucky Medical Journal, Janu- 
ary, IQIO. 


The remarks made by the author are based on 251 gas- 
tric resections performed during a period of ten years, with 


a mortality of thirteen per cent. Of the patients, twenty- 
eight per cent. were alive and well three years after opera- 
tion. No other organ in the body is involved in cancer as 
often as the stomach. Thirty per cent. of all cancers in 
the male involve the stomach. Twenty-two per cent. in- 
volve the stomach in the female. Fifty-nine per cent. of 
the cases of gastric cancer that were operated upon gave 
a clear history of chronic ulcer. What is needed is an 
earlier diagnosis of cancer of the stomach. The author 
believes that the greatest source of delay is the test-meal 
and prolonged and useless laboratory examination. It has 
been stated that the presence of a tumor of the stomach 
is hopeless. Quite the contrary is true. The appearance 
of a moveable tumor early in the disease with or without 
obstruction promptly gives a diagnosis and makes surgical 
relief possible in a high percentage of cases. Cancer of 
the small intestine occurred thirteen times. Of these, five 
were of the duodenum and could not be subjected to opera- 
tion beyond the exploration necessary to establish their 
presence. To involved the jejunum at its origin and were 
inoperative and six originated in various parts of the jeju- 
num and ileum, all of which were resected. The large in- 
testine was resected 69 times. Twenty-nine were in the 
cecum and ascending colon, ten were of the transverse 
colon and flexures, and thirty of the sigmoid and descend- 
ing colon. Sixty per cent. of the patients who survived 
the operation were alive and well three years later. __ 
Massage in the early stages is contraindicated. Operation 
is not indicated in every case, many of them recover under 
rest and later massage and active and passive motion. 
Human Hemisporosis—A New Mycosis (Hémisporose: 
ilumaine Nouvelle Mycose). Goucrrot and CARAVEN, 
Paris. Revue de Chirurgie, December 10, 1909, and 
january 10, 1910. 

In an admirably thorough piece of work the writers re- 
Port their discovery and study of a fungus for the first 
time found in the human subject. : 

he case was one of chronic osteomyelitis of the tibia, 
tesembling syphilitic osteoperiostitis and diagnosed as such. 

e development of the lesion during an active course of 


anti-syphilitic treatment first cast doubt on the diagnosis. 
Typhoid as an etiological factor being excluded, the diag- 
nosis of a sporotrichosis was considered, and it was on 
this diagnosis that operation was performed. After the 
thick, osteoperiosteal shell of bone was raised, the in- 
flamed and red medulla was exposed; and it was from 
this that the cultures were made. There was a pure cul- 
ture of the hemisporosis on each tube. 

The serum of the patient agglutinated the cultures of 
the hemisporosis growths. The examination of the sec- 
tions of bone removed left one in doubt, the author’s ex- 
perience being similar to that in examinations for sporo- 
trichosis. They succeeded, however, in reproducing in 
rats a generalized hemisporosis from their cultures. In 
a rabbit inoculated with hemisporosis, an osteoperiostitis 
developed, examinations of which showed a pure. culture 
of the parasite. 

[We must refer one to the original paper for the de- 
tailed clinical, bacteriological and experimental studies. 
Only in passing we would call attention to the experi- 
mental production of. osteoarthritis, subcutaneous and cu- 
taneous and visceral lesions by hemisporosis.] 

Changes in the Normal Endometrium During Men- 
strual Life, Based Upon the Study of 100 Cases. 
C. C. Norris and F. E. Keene, Philadelphia. Surgery, 
Gynecology and Obstetrics, January, 1910. 

The authors confirm the observations of Hintchman and 
Adler,” who showed that the terms “hypertrophic” and 
“atrophic” endometritis represented pathological changes 
entirely dependant upon the time relation of the menstru- 
ation and not to inflammatory processes. If the curettings, 
therefore, are derived from a uterus just before menstru- 
ation, the picture of the so-called “hypertrophic” endometri- 
tis will present; while curettings from the post-menstrual 
period will show all the typical changes of “atrophic” en- 
dometritis. 

Lime Water in the Treatment of Verucca Plana. 
Dr. Kennarp, London. British Medical Journal, Janu. 
ary 8, IgI0. 

The author reports a case of a young woman who had at 
least 300 warts on the back of each hand and wrist. She 
was treated for nearly a year by all the conventional 
methods, including arsenic and cauterization, but without 
avail. Kennard, as a last resort, fell back upon an old 
remedy, namely, the administration of half a pint of lime 
water a day for a week. In the course of four days all 
the warts disappeared and since then (two months) no 
fresh outbreak has occurred. 

Post-Operative Pneumonia. E. S. Ristey, Boston. Bos- 
ton Medical and Surgical Journal, January 20, 1910. 

From a study of 1,000 consecutive laparotomies, the au- 
thor derives the following conclusions: 

1. The mortality in this series of laparotomies was 13%. 

2 and 3. Post-operative pulmonary complications are 
most liable to develop in cases in which there is sepsis 
present, and in which some trauma has been done, not to 
the air passages, but to the peritoneum. This rather favors 
Payr’s theory that all post-operative lung complications 
are due to minute emboli rather than to irritation by ether 
and infection through the air passages. More than this 
we are not justified in stating either as to the cause or the 
nature of the primary surgical disease. 

4. Lung involvement was present in 3% of all of these 
cases before operation. 

5. Clean cases are nearly as liable to pulmonary compli- 
cations as septic, but the mortality is practically nil and 
the cases themselves are of atypical form and much less 
severe. 

6. Previous pneumonic processes do not light up again 
after ether. 

7. Lung complications are more common during the win- 
ter months. 

8. Flare-ups in tuberculous cases are fairly common. 
The exact percentage was not determined. 

9. Prophylaxis may be best carried out by 

(a) A much more thorough preparation of the mouth 
before all operations. A ten-minute scrubbing of the teeth 
three times during the twenty-four hours previous to oper- 
ation, followed by a thorough washing of the mouth and 


the 
n It 
nder 
n in 
| ob- 
hetic 
dan- 
illed 
un- 
'rop- 
d as 
ation 
ther 
less 
ating 
ition 
NEY, Z 
h as 
Ob- 
iceps 
| the 
‘istic. 
usual 
ness, 
coms, 
gree, 
500n, 
turb- 
ctive 
tane- A 
> wall 
rst is 
serv- 
rder, 
otion 
ever, 
ymp- 
1 and 
out- 
lying 
sud- 
well- 
ry or 
de- 
erred 
vhole 
indi- 
n the 
tend- 
uring 
cases Bie 
e has 
stum 
issue. 
re of 
nded. 
, the 
sure. 
sight 
DSON. i a 
24, 
yper- 
vhich 
ased. 
id of 4 
y are 


128 


AMERICAN 
JOURNAL OF SURGERY. 


PROGRESS IN SURGERY. 


April, 1910, 


nasal passages and throat with such a solution as Dobell’s: 


is suggested. 

(b) The use of the Trendelenburg position in all pro- 
longed operations when practical and when gravitation of 
septic material toward the diaphragm can be prevented by 
walling off. 

(c) The use of atropin and morphine subcutaneously 
one-half horr before etherization. 

(d) The use of the Crile method of anesthesia when 
practical, and in all mouth cases. , 


Acute Fatty Degeneration of the Liver After Resection 
of a Tongue of the Liver (Akute Leberverfettung 
nach Resektion eines Leberlappens). Rinne, Berlin. 
Deutsche Medizinische Wochenschrift, January 27, 
1910. 

The patient, a woman of 33, presented herself with a 
very painful tumor projecting like a tongue from the low- 
er border of the liver. At operation this tumor (which 
proved to be syphilitic) was removed by applying an elas- 
tic ligature about its base and dividing with the cautery. 
When the elastic band was removed, there was no bleed- 
ing. The abdomen was closed about a gauze drain placed 
against the raw liver area. 

.On the fourth day after operation there was .a- hemor- 
rhage which, on exploration, was found to proceed from 
the abdominal wound and not from the liver-bed. The 
next day jaundice appeared, associated with fever and de- 
lirium. These symptoms rapidly increased, and the patient 
died on the tenth day after operation. 

_At the post-mortem examination, very marked fatty de- 
generation of the liver was found, the picture closely re- 
sembling that seen in cases of acute yellow atrophy. Rinne 
io nag it was directly dependent on the operative pro- 
cedure. 


The Treatment of the “Port Wine’? Nevus with Light 
and Radium, on the Basis of 40 Cases (Die Be- 
handlung der roten Muttermale mit Licht und Radium 
nach Erfahrungen an 40 Fallen), Kromayer, Berlin. 
Deutsche Medizinische Wochenschrift, February 17, 
IQIO. 

Of these cases of varying sizes and in different situa- 
tions on the face and neck only a very few remained un- 


affected by the therapy; the remainder show more or . 


less improvement. The light treatment employed was the 
quartz lamp of Kromayer and the best results were ob- 
tained by combining the treatment with radium. Neither 
treatment should be applied more than four or five times 
for fear of the development of a chronic inflammation of 
the skin or of telangiectases. In some of the cases the 
improvement of the disease was so marked that only 
small islands of discolored skin remained; in most of the 
cases the patients were satisfied by the improvement in 
their appearance. 


Taxis and Succussion—A New Treatment for Intus- 
susception. JoHN Zanorsky. Interstate Medical 
Journal, February, 1910. 

The technic is as follows: 

The patient is anesthetized with chloroform by an as; 
sistant. The abdomen is bared, and a small pillow is 
placed under the hips. The tumor is grasped through the 
abdominal wall and firmly compressed for a few moments 
in order to reduce the swelling to some extent, since it is 
the hyperemia and edema that prevents reduction. Then 
the thighs are flexed on the abdomen, the knees or legs 
grasped, and with a rapid up and down movement the 
lower part of the trunk is vigorously shaken for several 
seconds. Then the tumor is grasped again and com- 
pressed, then pushed against any part of the posterior 
abdominal wall, the fingers pushing or stripping the intus- 
suscipiens out of the intussusceptum. The fingers at the 
same time should make a trembling motion which assists 
in the reduction. After a few moments of taxis the suc- 
cussion is again resumed. 

The efforts of taxis and succussion follow each other 
alternately. The succussion method is very much assisted 
by the presence of some water in the transverse colon, 


which should be injected if reduction does not occur 
promptly. 

_ Of course, this procedure has its limitations. Success 
is probable only in early cases, hence the diagnosis should 
be promptly made. After 24 to 36 hours in acute cases 
the swelling will be so great and the local constriction 
so tight as to render reduction impossible by this method. 
In cases depending on some foreign body or abnormal 
growth success is very unlikely. 


The author believes that the explanation of the action 

of succussion lies in the fact that the abdomen has a high 
ridge running along the center of the back. On either 
side there is a marked declivity. When any downward 
movement is suddenly arrested the resulting force is 
strongly outward. If the invaginated mass is situated 
near the median line the afferent and efferent parts of 
the intestine have a tendency to go away from the center 
and thus pull the invaginations apart. This is especially 
true if the tumor lies in the region of the transverse 
colon, which is the most common position. If the tumor 
mass lies on the extreme side, as in the common ileo- 
cecal variety, it is necessary to place the patient on the left 
side with the invaginated intestine up and then give the 
necessary jars or shakings. The heavier tumor will have 
a greater momentum to swing toward the side and thus 
reduction might occur. 


A New Procedure for Spinal Stovain Anesthesia 
(Ein neues Verfahren bei Andsthesien durch Rachi- 
stovainisierung). A. Potnaru, Roumania. Wiener 
Klinische Wochenschrift, February 10, 1910. 

The author believes that the majority of failures and 
poisonings following the injection of stovain into the 
spinal canal are due to precipitation of the stovain by an 
undue alkalinity of the spinal fluid. He found experi- 
mentally that such precipitates did not. produce local an- 
esthesia if injected underneath the skin. He therefore 
conceived the idea by injecting slightly acid solutions of 
stovain into the spinal canal to counteract any alkalinity 
of the spinal fluid. He found that a very small quantity 
of lactic acid (% drop) to two grams of fluid were suf- 
ficient to serve such a purpose. His solution is freshly 
prepared and is made by mixing 0.05 stovain, two drops 
of adrenalin and one-eighth drop of concentrated lactic 
acid to two grams of cerebro-spinal fluid. The author 
never finds it necessary to withdraw more than two grams 
from the spinal canal, nor, since he has had occasion to 
try this method, has he found it necessary to exceed this 
dose of stovain. An experience of 275 cases with this 
method has convinced the author of its reliability and 
harmlessness. 


The Reproduction of a Pain as a Means of Making 
Differential Diagnoses. H. T. Hurcuins, Boston, 
Boston Medical and Surgical Journal, January 13, 1910. 

Instead of merely determining by examination the actual 
existence of pain, Hutchins urges that the examiner shall 
also attempt to reproduce the same kind of pain of which 


the patient complains. In this way he believes that it is . 


possible to exclude an affection of certain organs, consid- 
ered as possible origins of this subjective symptom. The 
necessity of such a differential diagnosis is especially likely 
to occur in instances where the pain is referred to the 
right side of the abdomen. The author cites a number of 
methods whereby the original pain may be reproduced. 
For instance, the method of Rovsing, in which pressure 1s 
made on the descending colon in the direction of reversed 
peristalsis; confining the gas by pressure of the hand and 
tapping the transverse colon. In diseases of the cecum and 
appendix, the actual pain of which the patient complains, 
will be reproduced by this procedure. The author also 
mentions the Rovsing method of air inflation of the stom- 
ach by means of the gastroscope, for gastric ulcer; art- 
ficial distension of the kidney pelvis to differentiate r 
from other disease; distension of different parts of the 
ureter and of the bladder. In a number of instances, the 
author has been enabled to make important differen 
diagnosis by this method of investigation. 
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